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EVEREST & JENNINGS 


Power Drive 
CHAIR 


The latest development in motorized wheelchairs— 


leads the field by a wide margin. 


one-button contro: steers Chair in any direction 
ta nnger tip roucn 


Other features include: Retractable control panel for close 
approach to table or desk; two-speed control; wheels lock 
when power 1s oft: prov ides from 6 to 10 hours of power 





driving between charges—recharges overnight—battery 
charger furnished with each chair; patented E & J single 
X-brace assures four-wheel contact on uneven surfaces, 
providing better control; folds for travel. 


MODEL 8U20-618M as illustrated lists at 
$495.00 
OTHER MODELS available at $355.00 


above price of basic chair Write for tlustrated imformation 


THE PRESTON BICYCLE EXERCISER 


A sturdily constructed stationary bicycle featuring maximum ad- 
justability. Can be used for both adults and children. Stands solidly 
on four well braced, rubber tipped, properly balanced legs. The 
steel frame is finished in attractive gunmetal and heavy chrome plat 
ing. Features Variable Resistance Control, Mileage Indicator, and 
Speedometer 


THE GREAT POPULARITY OF THIS MODEL enables us t 
continue offering it at the LOW PRICE OF ONLY $62.8 


Order by Calaiog N umbe r PC 2161. 


HAND PROPELLED WHEEL STRETCHER — sco: can canser inset fom be 


; to stretcher without assistance. The 
ADJUSTABLE IN HEIGHT from 24” to 30” (pad above floor) “ ” ; 1 wer po 
24” wheels are equipped with hand- 


rims for self propulsion and have 


lever brakes which can be operated 


by patient. The Stretcher is heavily 
chromium plated and comes with 


2” foam rubber pad covered in 


. meres m leatherette. Length is 72”: over-all 


“>. . >A" | 
- ae" gsr mae width 24” for easy passage thru door- 
Wit f ‘ ways. (Can also be made in 60” 


Sy Ff — length for children ) 
\\ St ORDER BY CATALOG NUM- 


BER PC 7173. List Price including 
foam rubber pad $270.00 


J. A. PRESTON CORP. [ibwug 


j further information. 
75 FRATH AVENUE NEW YORK 10 N Y 

















FOR PHYSICAL MEDICINE 
AND REHABILITATION 


REHABILITATION: 


Walking Parallel Bars and Exercise Stair- 
cases of various designs; Posture Mirrors, 
single and triple; Gymnasium Mats in vari- 
ous thicknesses and coverings; Bicycle Exer- 
cisers; Restorator; Progressive Resistance 
Exercise Units; Quadriceps-Gastrocnemius- 
Footdrop Boots; Dumbbells; Indian Clubs; 
Wall Pulleys; Door Pulley Assemblies; 
Guthrie-Smith Suspension Apparatus; 
Stall Bars; Shoulder Wheels with height ad- 
justment; Manufiex and Gym Kit; Kanavel 
Table; Sayre’s Headslings; Ankle Exercis- 
ers; Large selection of Treatment Tables; 
Timers. 


INVALID EQUIPMENT: 


Everest & Jennings Wheelchairs; Holly- 
wood Wheelchairs; Commodes; Walkers; 
Patient Lifters; Standing (Tilt) Tables; 
Self-propelled Wheelstretchers; Large selec- 
tion of Crutches, hardwood and aluminum; 
Canadian Crutches; Tripod and Four- 
legged Canes. 


HYDROTHERAPY —ELECTROTHERAPY: 


Whirlpools for every use; Hubbard Tanks; 
Paraffin Baths; Hydrocollator Master 
Units and Steam Packs; Ries “Moistaire” ; 
Shortwave Diathermy - Consoles and Port- 
ables; Galvanic-faradic-sinusoidal Generat- 
ors; Ultraviolet Lamps; Infra-red Lamps 
and Bakers; Ultrasonic Generators. 


CEREBRAL PALSY EQUIPMENT: 


Wide variety of Stand-in Tables; Cut-out 
Tables; Kindergarten Chairs; Relaxation 
Chairs; Standing Stabilizers; Crab Crutch- 
es; Skis; Crawler; Protective Helmets 
(Headguards); Tricycles. 


ALL your needs 


supplied by ONE J. A. PRESTON CORP. 


reliable source. 





SELF-HELP DEVICES: 


For Activities of Daily Living: Toilet and 
Bathing Aids; Automatic Page Turner; 
Reachers; Eating Utensils and other A D L 
Equipment. 


DIAGNOSTIC APPARATUS: 


Chronaximeters; Dynamometers; Newman 
Myometer; Goniometers; Oscillometers; 
Thermocouples and Skin Thermometers. 


— Featured Ttem for Hovember—_— 
The NK EXERCISE UNIT 


For effective administration of PRE to the 
important knee joint muscle groups. Has 
resistance arm for weights, exercise arm 
and ROM indicator. The angle between 
the arms is adjustable—therefore maxi- 
mum or minimum resist- 

ance can be given at any 

point in the range, and a 

variety of resistance pat- 

terns can be obtained. An 

efficient and 

time-saving 

adjunct to 

any PT pro- 

gram. 

Write for 

Hlustrated Literature 

Order by Catalog 


Number—PC2251A 
NK EXERCISE UNIT—$167.50 








With our large stock of equipment you 
ore always assured of prompt delivery. 


Write for Your Free Copy of our Illustrated Cata- 
leg +1058 and for any additional information. 


175 FIFTH AVENUE NEW YORK 10, WN 
















Sturdy construction 


Lightweight—portable 


ALL-PURPOSE 


BATH SEA’ 





Scientifically designed to help disabled adults bathe themselves 
Developed by the O. T. Equipment Shops, New York State 


Rehabilitation Hospital in West Haverstraw + 


Successfully 


tested for over five years at this prominent research center 





Compact for easy storage 


Aluminum hani di 





d fittings 


HAUSMANN from blue-prints. 


WOODWORK 








No. H1736 (illustrated) ................ $48.50 
Incorporates all features of No. H1730 
(listed below) with the additional ad- 
vantages of specially designed supports, 
which permit seat to be raised above 
height of tub. The seat is adjustable to 
wheelchair level. This feature allows pa 
tient to slide from wheelchair onto seat. 
The bath seat legs lock securely to rim 
of tub. 


No. 41730 

(folded-position illustrated) ....$42.50 
Telescoping legs ior vertical adjustment. 
Adjusts to width of bath tub. The angled, 
tubber-cupped legs are designed to pro- 
vide stability. The back-rest may be ad- 
justed to either side of seat. Seat and 
back-rest are waterproof. 


Hausmann Woodwork manufactures a standard line of precision- 
crafted physical therapy equipment and is geared to custom-build 
send for 


SOLD ONLY THROUGH AUTHORIZED DISTRIBUTORS 
For additional information, please write to: 


W. R. Hausmann Woodwork Inc. 
1545 INWOOD AVENUE * 


ovr free 1958 catalog 


NEW YORK 52,N.Y. e@ CY 4-4990 















for the Physically Disabled 


A single source of supply to fill 
your every need when ordering 
self-help devices and personal 
hygiene articles for the physi- 
cally disabled, including house- 
hold aids for the disabled 
homemaker. 


Now, with the help of the Fascole catalog and its 
new supplement, which list and illustrate over 150 
items for the rehabilitation of the disabled and con- 
valescents, you can simplify your ordering problems 
and at the same time be certain that you ore paying 
the lowest prices available for articles of comparable 
quolity. Fascole offers prompt, efficient moil order 
service and discounts are allowed to hospitals and 
recognized institutions on quantity orders. 


All Fascole merchandise has been carefully selected 
to meet strict requirements of quality, workmanship 
and value. Each item is backed with the guarantee of a 
manufacturer with many years’ experience in this very 
specialized field. 


To get your free FASCOLE CATALOG just 
write: FASCOLE CORPORATION, Dept. pt 
229 Fourth Avenue, New York 3, N.Y. 


FASCOLE (22 bissicciy viscbies 











This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or American Registry of Physical 
Therapists, or American Occupational Therapy Asso 
ciation. 


and October. 


neuro-muscular disease with 


Georgia Warm Springs Foundation 


GRADUATE COURSE 
Physical Therapy and Occupational Therapy 
in the Care of Poliomyelitis 


ENTRANCE DATES: First Mon¢ay in January, April 


on care of convalescent 
intensive training in 
y. muscle testing, muscle reeduca- 


COURSE I—Emphasis 


att 1 ext. 





tion and use of supportive and assistive apparatus 
This course is complete in itself. 


prerequisite. Emphasis on care of severe chronic 
physical handicaps 
ti rs) 


COURSE IIl—Three months duration with Course ! 


with intensive training in re 
1 activity and use of adaptive 


tuncti 





ap: 


duration at salary of $225 per month plus full main- 
tenance, increasing to $250 per month at the com- 
pletion of nine months. This program includes train- 
ing in Course I and II 


scholarship to cover transportation and maintenance 
for Courses I and II, contact National Foundation for 
Infantile Paralysis, Inc.. 120 Broadway, New York 5, 
New York. (Scholarships require two years of ex 
perience. ) 


r 


paratus. 
IN-SERVICE TRAINING PROGRAM—Fifteen months 


TUITION: None. Maintenance is $100 per month. For 


For further information contact: 
Robert L. Bennett, M.D., Medical Director 


Georgia Warm Springs Foundation 
Warm Springs. Georgia 


























* for effective, well-tolerated, therapeutic 
stimulation of muscles and nerves, 


normally innervated and denervated .. . 


PORTABLE 


low volt 


GENERATOR 


incorporating the variable frequency features 
and continuously adjustable surge rate feature 
found only in larger Teca generators. Calibrated 
controls and large meter provide optimum pro- 
fessional results since records of currents may be 
kept, results may be duplicated, and graded 
increases in therapy can be given. Select either 
AC output for most muscle stimulating uses or 
DC (galvanic) for muscle testing medical gal- 
vanism and ion transfer therapy, and stimulating 
denervated muscle. 





TECA 


CORPORATION 














TECA MODEL 





SP2 


«on No. 303 stand 


Write for SP2 literature and 
“Notes on Low Volt Therapy” 


80 MAIN STREET * WHITE PLAINS, NEW YORK 

















tions. 
recorder circuits. 





complete integrated facilities for 


ELECTROMYOGRAPHY 


@ SINGLE CHANNEL EMG with two-channel magnetic 
| 


tape recorder for recording 
Model TE 1.2-7 | notesandEMGsimultaneously. 


@ TWO-CHANNEL EMG permits simultaneous record- 


ing and study of two EMG 
Model TE 2-7 potentials or of one potential 
together with a related physi- 
cal parameter such as force 


or pressure. 


e Automatic controls and new circuits provide simplified 
reliable operation without shielded rooms in most loca- 
e@ EMG potentials faithfully reproduced by special 
® Specifications equal or surpass re- 
quirements for research, teaching, and clinical use. 


@ NEW rugged COAXIAL NEEDLE ELECTRODE with- 


stands autoclaving, has tapered shaft with 26 gauge tip 


and insulated handle 





TECA 


CORPORATION 


80 Main Street 
White Plains 
New York 
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Choose the right cane or crutch 
for every case — every need 
from Rehabilitation Products 


Pictured above are only a few of more than 
2,000 products in your Rehabilitation Prod- 
ucts Catalog — each one tested and each 
guaranteed. Whatever your equipment needs, 
be sure to check your one complete source 
first — your Rehabilitation Products Catalog. 
If you don’t have a copy, write today. 

All items listed are available for prompt 
shipment. Rehabilitation Products has repre- 
sentatives and offices located throughout the 
United States to provide unexcelled, on-the- 
spot service as you need it. 


7845 — Aluminum Canadian Crutches .. .$18.00 pr. 
7877 — Adjustable Aluminum Cane. Dozen 5.75 ea. 
7841 — Steel Canadian Crutches ........ 10.00 pr 
7882 — Aluminum Cane. Dozen ........ 2.70 ea 





General Offices: Evanston, Illinois 


Minneapolis «+ Atlanta + 


Washington + 


7883 —Tomac Ankle-Action Tripod Cane. 
DOMOW cn cccwcccsvccccccscccocs 
7883A —Tomac Adjustable Ankle-Action 
Tripod Cane. Dozen .......+.+«+ 
7884 —Tomac Ankle-Action Tripod Cane 
Base. Dozen ........+seeeeeees 
7856 — Adjustable Aluminum Crutch ..... 


30355 — Hardwood Cane. Dozen 
30366 —Tomac Adjustable Crutch. Dozen 
pairs 
(Child—Adijusts from 29” to 40”) 
30364 —Tomac Adjustable Crutch. Dozen 
pairs 
(Adult—Adjusts from 46” to 60”) 
30360 —Tomac Standard Crutches. Dozen 
pairs 
(Even sizes—32” 


to 60”) 

30395 — Safe-T-Grip Crutch Tip—For size 
18 & 19 Crutch. Measures 134” 
high x 1%” diam. at base. 

— Child Size Keystone Splint (With 
Case) 


6198 


New York + Chicago + Kansas City + 


Los Angeles + San Francisco + 








For quantity prices on the items above, consult your RP Representative 


/) Rehabilitation Products 


Division of American Hospital Supply Corporation 


Dallas 


Columbus 











HAVE A NEW TABLE SECTION OF “PERSONAL” TABLES, NEW UTILITY, NEW COMFORT 
TERRY TABLES | THIS CENTURY’S TABLE FOR 


THIS CENTURY’S TECHNIQUE 


(Adjustable Height) 


(Through Your Dealer — or Direct) 


PHYSICAL THERAPY EQUIPMENT INC. axx anor. micnicax 








MODERN DEPARTMENTS 
NEED 
MODERN THERAPY 


MODERN THERAPISTS 
MODERN EQUIPMENT 





@ The “Standard” Rub- 
down Table of A CEN- 
TURY AGO was the “Four 
Legs and a Top.” 

@ IS YOUR “STAND- 
ARD” for “therapy tables” 
THE SAME TODAY? 


Pat. $2,675,285 














eneihy watt 
This new WARREN product is not to be confused with conventional gym 
mats! They are designed expressly with Physical Therapy in mind and 


fulfill every requirement demanded by Physical Therapists and Doctors 
of Physical Medicine. 


GENTLE YET FIRM SUPPORT 


WARREN THERAPEUTIC EXERCISE MATS have a thick core of POLY- 
URETHANE FOAM This new miracle material" gives soft, gentle 
Support to tender areas of the patient; yet heavier portions of the body 
do not sag into the mat, thus defeating its therapeutic value. 


SMOOTH BOARD EFFECT 
The specially developed covering of durable fabric backed plastic is 
perfectly smooth, with NO TUFTS - NO HARD KNOTTED SEAMS - NO 
DEPRESSIONS to impede movement of the limbs. 
WARREN THERAPEUTIC EXERCISE MATS weigh only a few pounds - 
are easily picked up and carried by one person. They are fireproof and 
HIGHLY RESISTANT to moth, mold and mildew 
Available in 4 x7, 4 x 10° sizes or CUSTOM MADE TO ORDER.... 
any size 
WRITE FOR NEW DESCRIPTIVE BROCHURE. 
ASK ABOUT THE COMPLETE WARREN LINE OF 
THERAPEUTIC FURNITURE AND EQUIPMENT. 


) WARREN Zerapeutio 








PROGRESSIVE CHROME FINISHED, SURGICAL STEEL 


* RESISTANCE BRACE WRENCHES 


EXERCISE EQUIPMENT 





| 
| 
| 





Elgin Exercise 
Unit Model 
No. A-1500 





|< 12” >| 
Per Pair, $12.00, Set of Four, $22.00 


Standing Stabilizer 








administration of over 100 therapeutic exercises! 


It has been proven that exercise therapy must be 
accurately controlled if the desired end results are to 
be obtained ... Elgin, the original designers and man- 
vfacturers of Progressive Resistance Equipment, offers | 





the only compleic line of exercise equipment designed 
to meet these requirements. The Elgin line has been 
developed, in a scientific manner, to give Doctors and | 
Therapists the correct clinical tools with which to prop- 
erly administer exercise therapy to both surgical and 
non-surgical patients. 

It provides a wide exercise range, from simple func- 
tional exercises to the most highly definitive focal ex- 
ercises. This equipment also provides a means for on 
effective and efficient out-patient clinic for patients 
requiring therapy. An Elgin sales consultant would ap- 
preciate the opportunity of assisting you in planning for 
the inclusion of Progressive Resistance Exercise Equip- 
ment in your physical therapy department. Write today 
for complete information. 














17” x 22” x ¥%” rigid wood base, vertical and 
horizontal adjustable cuffs, individual foot 
boards adjustable for anterior, posterior, exter- 
nal and internal foot positioning, and may also 

4 be used as short skis. Price $45.00 each 
ELGIN EXERCISE UNIT ELGIN LEG EXERCISE 


Model No. AB-150 (Ankle) Model No. LE-125 ( 1D) 10) & Ni S ‘@ | N 
Write today for information on the complete ad 
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( and Therapy Techniques, request Catalog 200. ORTHOPAEDIC APPLIANCE CORPORATION 
SPetiy EXERCISE ss 220 WEST 28TH STREET 
qo BALTIMORE 11, MARYLAND 


APPLIANCE CO. 
P.O. BOX 132 e ELGIN, ILLINOIS 


All Prices F.O.B. Baltimore, Maryland 








Professional LIABILITY INSURANCE 
APTA MASTER POLICY 


Broadest Coverage . . . Lowest Cost 
$15,000/$45,000 Limits . . . $25.00 Annually 
Annual Premium Date, August 1 


Join now and benefit by protection under the following pro-rated premiums 


11/1/57 to 8/1/58 ........ ee $18.75 
2/1/58 to 8/1/58 é sisllssasiveosdans aan 
5/1/58 to 8/1/58 $ 6.25 

HIGHER LIMITS AVAILABLE TO AUGUST 1, 1958 
Amount Purchase Date Premium Purchase Date Premium 
$ 25,000/$ 75,000 11/1/57 $37.50 2/1/58 $25.00 
$ 50,000/$150,000 11/1/57 $45.00 2/1/58 $30.00 
$100,000 /$300,000 11/1/57 $82.50 2/1/58 $55.00 


Limited to APTA members regardless of type employment. 
Approved by American Physical Therapy Association. 


Send application with check made payable to 
RABINOW INSURANCE AGENCY, INC. 


308 Main Street New Britain, Conn. 

















AMICK 
CALIFORNIA Suspension 


positions open to 
Graduates of approved 


é AMBULATOR 
Physical Therapy Schools 


for the 


rehabilitation of patients suffering 
from Polio, Strokes, Cerebral 
Palsy, Spina Bifida, Encephalitis, 
hip fractures, amputations and 
Multiple Sclerosis 





State Hospitals, special schools 
and Veterans Home | 
Eliminates Fear of Falling 
Promotes Patient Confidence 
Longer Treatment Periods Possible 
Patient Progress Hastened 
Constant Supervision Unnecessary 
Adaptable and Adjustable 
Support straps fit any patient. 
Works well in or out of parallel 
bars. May function elther as a 
support or safety device. Excellent 


for neck traction or pulley exer- 
cise. Easily adapted for home use, 


LOW PRICE—Write for complete 
information. 


Registration with California 
Medical Board is required 


No experience needed to start 
at $395, raise to $415 after 6 months; 
promotions to $530 


State Personnel Board 
Box 71, 801 Capitol Avenue 


Sacramento, California AMICK AMBULATOR Mfg. Co. 
STANTON, Nebr. 
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PHYSICAL THERAPY TABLES 








Simple push button 
control adjusts table 
to any degree of tilt 
from horizontal 

to vertical 


r 


GY rarontes 


m) ss are 
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Teil 





IMPORTANT FEATURES 

1. Adjustable foot board 
. Adjustable restrainer straps 
. Push button switch 
. Safety switches 
. Calibrated for degree of tip 
. Receptacles for auxiliary equipment 
. Table top foam rubber with 
easy-to-clean plastic cover 
8. Adjustable Arm slings 

9. Adjustable crutch 
10. Crutch width adjustment 


ADJUSTABLE WORK TABLE 
for WHEEL CHAIR PATIENTS 


The LaBerne Work Table was designed atter many 
requests from Rehabilitation Departments, for a ta- 
ble that could be used as a typewriter table, powder 
board, and general work table for wheel chair pa- 
tients. Uprights are telescoping square steel! tubes, 
adjustable in height from 28” to 38” to fit over 
child or adult chair. Table is mounted on 3” rubber 
tire casters with locks. Height is adjusted by hand 
wheel operating through worm gear. Top is Formica, 
32” by 36”, hinged from front and adjustable to any 


WRITE FOR LITERATURE degree of tip. Model # 101A 


La Berne MANUFACTURING COMPANY 
Columbia, $.C. P.O. Box 5245 Phone SUnset 7-6162 


LaBerne Standard Hospital Model Electrical Table—Equipped 
with push button control, stop switches on up and down posi- 
tions, receptacle for auxiliary equipment, calibrated dial for de- 
gree of tip, foam rubber top covered with Naugahyde. Length— 
84", width—28”", height—34". Mounted on 312" casters with 
brake. Chrome plated fixtures, removable footboard. Model 


# 3033 


Sau se wr 
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REACH ROAD 
WILLIAMSPORT, PENNA. 


ELECTRIC CORPORATION 








equipment. No dripping, no wringing, no re- 


SDAP LOLQO EWES) M cicciively ond with e minimum investment i 


MASTER UNITS 


Four all stainless 
steel models tc 
meet the various re- 
quirements in hos- 
pitals, clinics, phy- 
sicians’ offices, and 
patients’ homes. 

Automatically main- 
tains Steam Packs in 
water at proper 
temperature — con- 
stantly ready for 
immediate use. No 
plumbing used. 








peated applications. Each application gives 
at least 30 minutes effective moist heat. The 
Steam Pack is merely heated in water, wrap- 
ped in a towel, and applied. Standard equip- 
ment in leading hospitals and clinics across 
the nation. 

DESCRIPTIVE MATERIAL ON REQUEST 


“@ CHATTANOOGA PHARMACAL CO., INC. 
CHATTANOOGA 5, TENNESSEE 
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M-2 
12 Pack Mobile Unit 





Short Wave Di | 


GIVES YOU ALL THE 
BEST FEATURES! 












Ss \ 


@ THERAPISTS “NOW, hat modern 
short-wave diatherm¥yprovides dependalte 
safety and maximum treatment flexibility 
They know, too, that Liebel Flarsheim units 73% 

are electrically efficient, therapeutically | “3m 
effective, convenient and economical as *“@ 
well as safe. L-F Short, Wave Diathermy 
Units are right for any\Yed all applications 

where thermal therapy\is indicated. 
They operate air-spaced plates as well 

as hinged treatment drum, utility 

applicator, etc. SEND TODAY FOR ° 
6-PAGE DESCRIPTIVE BROCHURE AND -. ; 
FULL INFORMATION. No obligation. 
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CITY/STATE 
SSCS SSSSSSSSESSESESES SEES EESEEEEESEEEHE 





Pm > 
: LIEBEL-FLARSHEIM CO. : 
: Cincinnati 15, Ohio ; 
Send tia : Gentlemen: Please send me your latest 6-page Ps 
$ brochure describing L-F Frequency-Controlled ° 
e Diathermy Units. No obligation. ° 
COUPON _: : 
© NAME . 
. > 
° ADORESS ° 
. 7 
7 . 
* . 
+ 








SHORT TERM COURSES FOR GRADUATE PHYSICAL THERAPISTS 








Title of Course 





Cerebral Palsy 


Postgraduate Cerebral 


Palsy Courses 


Technics of Neuromus- 
eualar Reeducation 


Advanced Course in 
Physical Rehabilitation 
Methods 


Physical Therapy in the 
Care of Neuromuscular 
Disease 


Upper Extremity Pros- 
thetics 


Above-Knee Prosthetics 


Principles of Rehabili- 
tation 


Prosthetics Education 
Program for Therapists 


Sponsor of Course 


For Details Contact 


Dates of Course 





The North Carolina Cere- 
bral Palsy Hospital 
Durham, North Carolina 


Columbia University 
College of Physicians & 
Surgeons 


California Rehabilitation 
Center 
Vallejo, California 


NYU-Bellevue Med. Cen. 
and NYU Sch. of Educa- 


tion 


Georgia Warm Springs 
Foundation 
Warm Springs, Georgia 


Postgraduate Medical School 
& College of Engineering 
New York University 


Postgraduate Medical School 
& College of Engineering 
New York University 


University of Pennsylvania 
& U.S. Office of Vocational 
Rehabilitation 


University of California & 
U.S. Office of Vocational 


Rehabilitation 


Edna Blumenthal 
Director of Rehabilitation 
No. Carolina C. P. Hosp. 
Durham, North Carolina 


Office of the Dean 

Postgrad. Course in C. P. 

College of Physicians and 
Surgeons 

630 West 168th St. 

New York City, N. Y. 


Margaret Knott Chief P. T. 
Calif. Rehab. Center 
Vallejo, Calif. 


Mrs. Edith Lawton, Dir. 

Courses for Physical Thera- 
pists 

Institute of P. M. & R. 

400 E. 34th Street 

New York City, N. Y. 


Robert L. Bennett, M.D. 
Medica! Director 

Ga. Warm Springs Found. 
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A Medical Caseworker Looks at the 
Physically Handicapped Adolescent* 


M. Genevieve Blakeley, B.A., M.S.W. 


The physically handicapped adolescent referred 
to here is the one whose physical problem is con- 
genital—not the one who has had several years of 
physical normalcy before disease or injury has 
made of him a handicapped person. The latter 
presents a vastly different picture and although 
he deserves equally serious consideration, he will 
not be discussed in this paper. The afflicted, that 
is the blind and deaf, are also excluded. 

The thoughts that are presented here are the 
results of my 20 years of experience in profes- 
sional life, first as a high school teacher, then 
as a graduate student in psychiatric social work, 
later as a caseworker in a child protective 
agency, then as a caseworker and eventually 
supervisor in an orthopedic clinic, and finally as 
the executive director of that clinic, which in 
social work terms is a medical social agency. 
The majority of my experience has been with 
adolescents who are in my opinion in the most 
complicated and controversial defined period of 
life. This is the last step to adulthood and yet 
at no other time is the change so marked. One 
day the individual is a child, and the next an 
adult in physical appearance, and yet for the 
most part he has retained a childlike intellectual 
and emotional comprehension. The transition is 
felt to cover roughly the teens or even the years 
from 12 through 21. Actually, one of the most 
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fascinating studies of human, emotional develop- 
ment covers the fact that even the most mature 
of us do not grow up in all areas of our daily 
operations no matter how long we live, and 
furthermore no matter how mature we are or 
what we use to measure maturity, we all regress 
from time to time to adolescent or even juvenile 
behavior. Growing up never ceases. 

My next responsibility in this presentation is 
to explain briefly how the social caseworker fits 
into this picture of the multidisciplined team that 
works with the handicapped. Casework, and 
specifically medical casework, was first intro- 
duced into the United States in 1905 by Dr. 
Richard Cabot at Massachusetts General Hos- 
pital to assist the medical team in understanding 
what constituted the patient’s place in society 
and how this affected or was affected by his ill- 
ness. The caseworker’s fundamental role then 
and now is to establish a relationship that per- 
mits him to understand the patient’s needs and 
enables him to motivate the patient to use his 
own capacities towards a satisfactory solution of 
his problem or adjustment to it by using the 
strengths within himself and, if necessary, the 
facilities provided by the community. 

The physically handicapped adolescent is a 
patient with a defined physical problem. The 
important task at hand for us, the team of pro- 
fessionals, is to correct in so far as possible 
the defect, taking into consideration the effect 
that the innumerable ramifications have had, 
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are having and will have on his total individual 
living situation. 

In the discussion of adolescence there is a 
tendency to limit the top age range too spe- 
cifically. This leads us to expect that no matter 
how little we have contributed to the adolescent's 
progress emotionally, environmentally, and in- 
tellectually, somehow miraculously at 21 he will 
be an adult not only physically but in all areas 
of living. 

The physically handicapped adolescent who 
has been a physically handicapped child has had 
one type of tangible complication to carry along 
with all the others on what | consider the most 
arduous trip of his life. It is different from the 
problems of others but it is not necessarily any 
more insurmountable. Remember that just as 
he does not miraculously become an adult, he 
does not miraculously become an adolescent. 

We know that there are thousands of parents 
today facing with utter dread the coming of their 
children’s adolescence. There has been so much 
publicity about the teen-ager, especially the de- 
linquent one, that we almost forget there are 
any other ages or any other time of life. There 
is so much energy going into planning for what 
might come that there is little left to spend on 
what is now; yet nothing happens in a person 
in adolescence that did not have its roots firmly 
implanted in the developing personality by the 
age of 2 years. 

Dr. Benjamin Stammell, a Detroit practicing 
psychiatrist, wrote on the emotional adjustment 
of infants as follows: 


“In the past, parents with poor qualities of 
leadership probably relied mostly on phys- 
ical punishment, but modern teaching, stating 
that this type of treatment is shameful, has 
deflected them into forms of control such as 
chronic scolding, prolonged moral disap 
proval, warnings of dangerous consequences 
of misbehavior, and even excessive reasoning 
and overexplanation. These influences are 
manifested by the age of two years in tense, 
anxious, dependent, self-centered children, 
and lay the groundwork for the formation of 
specific neurosis and character disorders.” ' 


You can, therefore, spell out for yourselves 
the complications added to those first two years 
by the presence of a physical handicap. 

When I did my graduate work, my field work 
was done in a psychiatric clinic for children 
and I had the good fortune to be associated 
with and trained by Dr. Maud E. Watson whose 
positive feeling for children and theirs for her 
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I] have never seen equaled. Let me quote some- 
thing of hers, 


“The complexity of the day with its varying, 
far reaching, but closely interwoven interna- 
tional relationships, worldwide economic in- 
security, and its attendant needs with the 
necessity of a new evaluation and a better 
understanding of a more effective industrial 
system, has brought about a universal need 
of mental hygiene with perhaps even more 
practical and philosophical implications than 
previously. The adult, bewildered by rapidly 
shifting social standards and an economic 
competition which has become almost over- 
whelming, finds day by day reality a thing 
which he must face with an essential ma- 
turity and not recourse to phantasy, with- 
drawal, or invalid reactions. Otherwise, the 
outgrowth of his own emotional conflicts will 
bring about a constant struggle between meet- 
ing the reality of a situation and his own need 
to evade it as long as possible.” 


Was that written yesterday? No. Last year? 
No. It was written 25 years ago. I have quoted 
it for two reasons. One, there has never been 
an era that people have grown up in that did 
not present more vicissitudes than research and 
education had yet to study and prepare for. 
We speak of planning our future, or planning 
for our future, when we have all we can do to 
cope with the present. Why? Because as Dr. 
Watson said there can be a constant conflict 
between facing the reality of our given situation 
and what I consider an almost innate human 
need to evade it as long as possible. Secondly, 
this statement emphasizes the universality of the 
idea that reality is negative and unpleasant, and 
well it may be, but humans are prone to over- 
emphasize the negative. We are seldom happy 
with what we have. This gives rise to competition 
which can and should be positively channeled 
into accomplishment. The most constructive 
approach I know of to working with a handi- 
capped adolescent is to remember his individu- 
ality. The indispensable prerequisites for quality 
of service, which we as professional service 
people must be basically concerned with, include 
certain fundamental convictions— 


1. A deep conviction as to the individual worth 
of man which implies his rights to service 
on satisfying terms with himself and the 
world 


2. A conviction that social problems are man 
made and can be man solved, 


3. A deep conviction that each of us as pro- 
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fessional people have something to con- 
tribute to the problem solving. 


If we are willing to broaden the definition of 
“physical handicap” we will find that actually 
we all have one of some kind. We're too fat, 
too thin, too tall, too short, too bright, too 
stupid. This we admit to ourselves. To the 
other fellow we say “I’m just right” for what- 
ever the activity at hand. Why can’t we look at 
the handicapped child in terms of what “he’s 
just right” or well for, however limited it might 
be, so that by the time he is an adolescent he is 
well on his way to accomplishing what he is 
just right for. 

Handicapped children, especially congenitally 
handicapped ones, require an intensive treat- 
ment program whether continuous or intermit- 
tent. So many things must be done for them 
that they are lulled into a false sense of security 
and robbed of a sense of accomplishment unless 
we who assist in training and treating them re- 
member always to be patient during the learning 
process. We must respect the standards the 
child is setting for himself as he grows and 
learns by seeing and comparing, and we must re- 
member he is learning those standards from us. 

A moment ago I referred to us, the various 
social and treatment professions, as assisting in 
the training. Let me change that to “assisting” 
in the “growing” as I feel this has a far more 
positive implication. Whom do we assist? The 
child? Yes, but also we assist the parents. First 
of all don’t ever forget there are two of them, 
and secondly, don’t ever forget that this is their 
child—their child, who in the normal course 
of events, will live with them 24 hours a day, 
depend upon them, learn with them, grow with 
them, and never outgrow his fundamental need 
for their love and approval. We do not presume 
to step between man and his God, or doctor and 
his patient, but | am appalled at how often we 
step between a child and his parents. No wonder 
by the time he becomes an insecure obstreperous 
adolescent, full of the natural conflict and re- 
bellion, full of the instability and confusion, 
full of the drive and contradiction of this age 
range, his family is almost ready to give him 
to us. And we, in our turn, are equally ready 
now to give him back. In recent years there has 
been a trend towards punishing the parents for 
the delinquent acts of their children. Now we 
are seriously questioning the validity of this. 
Everybody will give advice, everybody and his 
brother will interfere, and yet all of these every- 
bodies step back and leave the parents to pay 
the piper. Haven't they already been punished, 


THe PuysicaL THEerapy Review 


721 


if this is what we feel is their due? Haven't 
they had to look at their own failures with their 
own creation? Parents live through their chil- 
dren far more intimately and emotionally than 
we often realize—succeeding with them and fail- 
ing with them. 

Fritz Redl has said “It takes a lot of hard 
work to produce a neurotic or delinquent child. 
Why not spend that energy in producing a 
secure, well adjusted one?” 

Basically, the greatest need the adolescent 
has, handicapped or not, is that his parents and 
all their helpers, that is any of us who become 
a part of his life because of his need for our 
services, understand the nature of the struggle he 
is making in growing up and recognize his need 
for our understanding. He needs guidance but 
he wants to be independent. Let him, but stand 
by; don’t walk out on him. He'll regress, but 
with support each regression will eventually 
help to consolidate a gain because he will have 
travelled the path before and some of the terror 
of its strangeness will be gone. 

Earlier I referred to my teaching experiences; 
it was brief—three years. | was young, chrono- 
logically and emotionally, and yet I learned one 
fact that I have carried all through my profes- 
sional training and practice, and that I try to 
remember each day as an administrator. If 
you ask a sincere question of an adolescent 
you'll get a sincere answer. If he can believe, 
because it’s true, that you really want to help, 
he'll let you know how, what kind of help he 
can use, and when. 


Right now some of you are thinking, “But 
she hasn’t really given the physical handicap 
sufficient attention.” I think I have. How can 
we ignore it—we're treating it, we're trying to 
improve it. At best the child will always live 
with it. We can’t deny it but we must never 
overemphasize it. We must never become so in- 
volved in cr own feelings about it that we 
forget the patient’s feelings. He lives with it— 
listen to him. The most successful people in any 
walk of life, and especially in the personal serv- 
ices, are those who really hear what is said to 
them. If we teach him to live and do not saddle 
him with additional problems and worries, he'll 
be learning to live with his handicap. 

I have purposely avoided case histories. They 
have their place in professional learnipg and 
growth. They are interesting to listen to or to 
read. They always remind each one of us of 
someone we have known. But they also tend to 
lull us into believing we can completely cate- 
gorize people and establish absolute rule of 
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operation. I have always been perverse in this 
regard; yet I wiil concede to one rule that has 
been said in many different ways down through 
the ages, “Do unto others.” This means respect 
every individual right of others and then we can 
expect to have ours respected. 

In the process of preparing this paper a long, 
long procession of adolescents marched through 
my mind. They are adults today. They made 
it—single amputees, double amputees, cerebral 
palsies, polios, osteos, and on down the list. The 
vast majorty are married, working, happy mem- 
bers of their community. I concentrated very 
hard to think of the people who would fit the 
rule that a physical handicap implied an emo- 
tional one, or even a potentially emotional one, 
that did not also have bases for many of the 
other conflicts. This turned out to be by far 
the smaller group. Perhaps you think the case 
histories of many are calm everyday stories about 
everyday conflicts. They are not—rape, incest, 
robbery, and even murder run through them; 
but they are adjusted. They are grown up; they 
live with their handicap and often it is one of 
their lesser troubles. The really unadjusted ones 
are few, but then so are the juvenile delinquents 
when compared to their total number. Here 
again we frequently concentrate so hard on the 
failures, that we take the successes for granted. 

All of us here have chosen to train and work 
in a personal service profession. No doubt we 
have often thought of ourselves as altruistic. 
sel{-sacrificing members of society, dedicated 
to the service of others. Well, we are, but we 
have also weighed what we give against what 
we get; status, satisfaction, self respect, and 
those advantages are what we want. In self 
respect, especially, lies the big reason for how 
much respect we have for others. Unless I like 
myself, I cannot and do not like you. To like 
myself, I must have travelled the road to ma- 
turity with reasonable success before I can lead 
others with any hope of positive results. When 
we joined a profession, the established members 
set up certain requirements aimed at eliminating 
those who would not add to the profession’s 
status and contribution to the whole. What do 
we mean by “professional”? I came across a 
definition recently that I like. 
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“The hope of every profession is to have 
its practitioners embody the best of its knowl- 
edge, experience, skill, and ethics that they 
will practice with dignity, confidence, and 
success, and that the nature and contribution 
of the profession will become so much a part 
of the practitioner that its perpetuation and 
continuing progress are assured.” * 


Fundamentally, we are all working towards 
the same end in our service to the handicapped. 
In other words I am making a plea for team- 
work in all of our dealings and especially in 
those concerning the adolescent who is already 
in a most difficult period. We must see that they 
are not caught up in an energy wasting, confus- 
ing competition between professional people who 
are themselves so immature as to forget the 
patient in an effort to outshine each other. I 
have been a member of two professions and in 
almost 20 years I have asked again and again, 
why can’t we each do our own job and let the 
other fellow do his. We must remember that 
our proficiency is part of a whole and not a 
whole in itself. We must respect each other 
before we can respect the patient and work on 
a team for his benefit. Perhaps I have taken 
the long way around to record a few observa- 
tions, but in the process I hope I have given 
you some ideas to consider—ideas of which I try 
constantly to keep myself reminded. 

1. Look at the congenitally physically handi- 
capped adolescent as a specific, individual hu- 
man being with a definable material problem. 

2. Look at that problem in correct propor- 
tien to his total environment. 

3. Look at that problem in relation to your 
special contribution to its improvement or cor- 
rection. 

4. Look at the patient and remember he is 
inseparably a member of a family. 

5. Remember we cannot be all things to all 
people, but in our own area of specialization, 
each of us can make a constructive contribution 
to the whole. 
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Physiological and Pathological Principles 
in Restorative Medicine in the Aging * 


Michael M. Dacso, M.D. 


The practice of clinical medicine consists mainly 
of application of basic scientific principles in 
situations where deviation from normal physi- 
ology exists. By accepting this fundamental fact 
one immediately recognizes the need for a solid 
knowledge in basic sciences as a prerequisite to 
good clinical practice. 

In early childhood and in the higher age 
two life periods characterized by rapid evolution 
and slow regression, respectively—the knowledge 
of the underlying physiological and pathological 
forces is of more than esoteric nature. In the 
process of aging the physiological and pathologi- 
cal elements of regression must wherever possible 
be recognized and separated; since only by de- 
laying the former and eliminating the latter can 
a prolongation of life be achieved. It should be 
pointed out that a prolongation of man’s life 
span is by no means identical with “rejuvena- 
tion.” All that medical science tries to achieve 
is a life span as long as physiologically possible 
with minimal pathological complication. 

The physiology and biology of aging is one 
of the most fascinating chapters in the book 
of natural sciences.’* Man has always been 
faced with the inevitability of aging and the 
many unknown factors causing this involuntary 
process. There is an increased trend in biologi- 
eal sciences to accept aging as a process in- 
herent in living things and not limited to a 
sequelae of diseases and stresses to which every 
living organism is subjected. In spite of this, 
there would be few histories recorded by medi- 
ical science in which the patient died purely as 
a result of aging of the biological mechanism. 
The physiological factors operating in the proc- 
ess of aging affect the function of every organism 
of the body. The cardiac output declines, all 
phases of pulmonary function decrease, the func- 
tion of all elements of the kidney is reduced, 
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similar reduction can be registered in basal 
metabolic rate, intracellular water, and many 
others. Among the pathological causes of aging 


all diseases are represented, some of them more 
predominantly than others. 

Generally when aging as a physiological or 
pathological subject is discussed emphasis is al- 
ways laid on the cardiovascular system. Con- 
sequently the functional deficiency of this organ 
system is better known than that of other equally 
important systems. In our present paper we have 
selected to discuss the pathophysiological events 
of some of the more frequent morbid conditions 
occurring in the aging patient. Arbitrary as this 
approach seems to be we chose to follow it recog- 
nizing that this subject could not be handled in 
its totality in one paper. 

Osteoporosis is a rather common change in 
the aging skeletal structure which in spite of its 
ubiquitous nature has only recently received the 
attention it deserves from the healing profession. 
The clinical importance of this condition lies 
primarily in the fact that it may often cause 
spontaneous or traumatic fractures. Even with- 
out such occurrence it may be responsible for 
skeletal pain such as low back pain in elderly 
females. Radiologically, the glasslike appearance 
of the bones and occasional vertebral compres- 
sion are characteristic. The most careful bio- 
chemical analysis of the osteoporotic patient’s 
body fluids results only in the scantiest of infor- 
mation. Occasionally changes in calcium excre- 
tion through the kidneys can be demonstrated. 
Histologically, except for a marked thinning in 
the structure of bone trabeculae, no striking 
changes can be detected. 

The normal bone is subject to constant resorp- 
tion which, partly under the influence of physi- 
ological strains and stresses, is replaced by new 
bone tissue. At times however the new bone 
formation cannot keep pace with the resorption. 
A decrease of physiological stresses, a situation 
frequently observed in the imactive aged, may 
also be responsible for a form of osteoporosis 
which sometimes is referred to as “ostedporosis_ 
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due to disuse.” The fact that those trabeculae 
which have a more intensive share in weight 
bearing are less affected than the secondary non- 
weight bearing trabeculae indicates the import- 
ance of physiological stresses in bone develop- 
ment. These findings suggest the need for 
continued physical activity in the treatment of 
osteoporosis. Often such activity must be main- 
tained in spite of the discomfort and pain caused 
by mobilization. Prolonged bed rest has a de- 
cidedlv detrimental effect on the bones and al- 
most all other elements of the body. Strict im- 
mobilization should be practiced only if. its 
advantages outweigh the adverse effects. Recent 
investigations suggest that endocrine changes in 
the aging organism may largely be responsible 
for alterations in the bone structure. It has been 
found that the so called “S” hormone of the 
adrenal cortex due to its anti-anabolic nature 
tends to decrease the total bone mass while the 
“N” hormone being anabolic in nature, in 
partnership with estrogenic and androgenic hor- 
mones, tends to neutralize this action. These 
endocrinological considerations serve as ex- 
planation for the beneficial effect of the com- 
bined sex hormone therapy in osteoporosis.* 

Another important disability of the aged, more 
particularly the elderly females, is the fracture 
of the neck of the femur. A condition which 
prior to the development of modern surgical 
technics e.g., internal fixation and replacement 
prosthesis, was in the majority of cases fatal. 
Now that the lethality has all but been eliminated, 
these elderly patients are preserved to outlive 
their normal span of life. This fact may be 
responsible for the recent upsurge of interest in 
pathological fractures. After surgical correction 
these patients become candidates for rehabili- 
tation and thereby the direct responsibility of 
the physical therapist. For this reason it is of 
practical importance to get acquainted with 
some of the related fundamental pathophysio- 
logical facts. 

If, in the due course of normal healing, the 
patient develops sufficient callus to allow weight- 
bearing the therapist is only concerned with the 
technical execution of the rehabilitation program, 
a subject which is outside of the scope of this 
discussion. A mal or non-union, however, is not 
an infrequent occurrence. To understand more 
completely this complication it is essential to 
know some of the fundamental factors in opera- 
tion. 

The femoral neck and head receive their blood 
supply from various sources: medial and lateral 
circumflex arteries, a branch of the obturator 
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artery through the zound ligament, branches of 
the gluteal arteries, vessels from capsule, some 
supply from the nutrient vessels, and small ar- 
teries from the muscular attachments. In spite 
of this apparently rich supply, there is a section 
at the base of the head where circulation is ex- 
ceedingly poor. 

The angulation of the femoral neck and shaft 
in normal adults is around 140 degrees which, 
in the course of advancing years most probably 
due to osteoparotic weakening and under the 
influence of constant weight-bearing, decreases 
to 125 or less degrees creating a mechanical situ- 
ation most conducive to the development of frac- 
tures in this area. 

In examining the longitudinal section or the 
X-ray picture of the femoral neck and head a 
remarkable architectural structure can be identi- 
fied. The trabeculae of the hip bone form a pat- 
tern which, not unlike the structure of a bridge, 
provides strength and elasticity without un- 
necessary weight. The intersection of the various 
trabeculae leave a space without any strengthen- 
ing element. This site which is known as Ward’s 
triangle represents an area of weakness and is a 
frequent site of fractures. 

In addition to the above facts, which at least 
partly explain the fragility of the aging femoral 
neck, one should know about some of the factors 
responsible for the frequently observed delay 
in callus formation. Salner and Pendergrass* 
found the following to be responsible for such 
complications: a) aseptic necrosis of the head, 
b) displacement with faulty reduction, c) shear- 
ing forces of moving fragments, d) absorption of 
neck fragments, e) poor blood supply at the site 
of fracture, f) interposition of soft tissue. To 
this must be added “the absence of cambium 
layer in the fibrous covering of the neck which 
causes an absence of peripheral callus in the 
healing process after the fracture.” 

A knowledge of these factors and a great 
deal of other information are necessary to plan 
successfully for rehabilitation of the patient with 
a fractured hip.® 

The peculiar gait pattern observed in some 
elderly people is often accepted as an inevitable 
manifestation of advanced age and little, if any, 
attention is paid to its correction. Sir William 
Gowers in 1890 had already recognized this con- 
dition as a clinical entity. His work stimulated 
some interest among the clinicians. It gradually 
developed that all gait disturbances, wrongly 
identified under the common technical term as 
“senile paraplegias”, were by no means identical 
in nature. While most observers placed the 
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poorly identified “sclerotic” lesions in the brain 
or spinal cord, some observers, most prominently 
Lhermitte, identified one type which according 
to him is caused by fibrous changes in the peri- 
pheral musculature itself.6 These muscles—as 
most of you have had an opportunity to ob- 
serve—appear thin and wasted and feel char- 
acteristically hard when palpated. 

According to Critchley.* one of the leading 
British neurologists, the site of pathology can be 
assumed to be in the cerebral cortex, subcortical 
area, spinal cord, or the muscles. The finer 
structure of these lesions is as dubious as their 
topographical localization. They are variously 
described as arteriosclerotic changes, degenera- 
tive lesions, localized fibrous changes, and in 
other equally equivocal terms. It is of clinical 
significance to remember that if a good history 
is taken, multiple small cerebrovascular accidents 
can be detected and may underlie some of the 
gait difficulties of seemingly obscure origin. In 
other cases a complete and unnecessarily pro- 
longed bed rest after a simple stroke will be re- 
sponsible for the bilateral gait involvement. 
Marks, in his recent studies in hemiplegia, with 
the aid of stroboscopes and forced plates found 
evidences of bilateral involvement in patients 
where the lesion was limited to one of the cere- 
bral hemispheres only. 

Present day lack of information concerning 
gait disturbances justifies further study of eti- 
ology and the productive mechanism. Those who 
are concerned with restoration of physical dis- 
abilities cannot afford to disregard certain 
crippling diseases simply because medical science 
has as yet not found adequate explanation for 
them. Clinically these patients vary a great deal. 
Their common characteristic is that they suffer 
from an interference in gait mechanism result- 
ing in various degrees of incapacity. 

Some of these patients begin their walking 
rather hesitantly and after a few steps attempt 
to hold on to anything within sight. Others do 
not stop but continue with peculiar rudimentary 
steps, hence the name—lastasie trepident, after 
which they stop for a while only to repeat the 
same pattern. Where the lesion is localized in 
the muscles, as the French call it, myosclerose 
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retractilides des vielliards, the gait is character- 
istically rigid. 

The so called steppage gait, also known as 
marche a petit pas, is sometimes seen in diffuse 
cerebral lesions and is of diagnostic importance. 
Von Malaise suggested that some of the senile 
gait disturbances are due to lesions in the cere- 
bellum. An excellent description of this condi- 
tion was given by X. Edward Holyoke (1829) 
who at the age of 92 suffered from it himself. 

One could go on indefinitely enumerating the 
variations of these disturbances. Due to the 
intricate interrelationship of the voluntary and 
involuntary gait mechanism, variations of patho- 
logical gait patterns are practically unlimited. 
It can only be said that the strange gait of the 
elderly person is not a mere clinical curiosity 
but a condition defined by little known physical, 
psychological and pathological factors. Many of 
these gaits can be corrected.* A fatalistic and 
pessimistic attitude towards these elderly patients 
is totally unjustified. 

The foregoing fundamental pathophysiological 
facts have been discussed with the purpose of 
giving the scientifically trained physical thera- 
pist a somewhat deeper insight into the mechan- 
ism of some of the more common disabilities of 
the aging patient. This has been done in hope 
that the profession will continue to recognize 
its responsibilities and will extend its interest 
and offer services for a group of patients who 
are often direly neglected and whose only hope 
for recovery depends on the availability of 
highly skilled professional personnel. 
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Laurie, Physical Therapist 


This book, a romance for young moderns, 
written by Lois Hobart and published by Julian 
Messner, Inc., of New York, should be added 
to all lists of available material about the phys- 


ical therapy profession. It will be reviewed in 
a future issue of the Physical Therapy Review. 

This is the third in a series which Miss Hobart, 
editor and author, has written. Previous books 
are Katie and Her Camera and A Palette for 
Ingrid. 











Solving the Problem of Self Care 


with Self-Help Devices 


Erbert F. Cicenia, Ed.D., Joan Rosenthal, B.S., and Charlotte F. Springer, M.D. 


Although many workers in Physical Rehabilita- 
tion have decried the use of mechanical assistive 
devices most have come to realize that the wisely 
selected device can be instrumental to the pa- 
tient’s independence. 

Why has the value of self-help devices at last 
been recognized? An important reason is that 
many disabled persons because of the severity 
of their disability will never manage their daily 
activities unless they receive assistance either 
from a device or other persons. Those who have 
had first hand experience with patients’ failure 
through substitution or compensatory patterns of 
movement but who have observed patients’ suc- 
cess with the aid of a few simple devices, know 
how these help the patient to achieve some 
degree of independence. 

More recently, with the increasing interest of 
physicians and other workers in the problems of 
the chronically ill and the aged disabled, there 
has been further recognition of the value of as- 
sistive devices. In teaching functional skills, 
therapists have had to resort to devices or gad- 
gets to aid them in solving the problems pre- 
sented by these patients whose functional capa 
cities have deteriorated. 


EVALUATION 


Too often devices are enthusiastically recom- 
mended for a patient before a thorough evalua- 
tion has been made to determine whether or not 
the patient can manage without them. The ad- 
ministration of a Daily Activity Test is not 
enough. A determined effort should be made to 
teach the patient to perform essential activities 
for daily living without mechanical devices. 
Special equipment should be used only after it 
has been established that the patient cannot 
learn to develop substitution patterns of move- 


From the Physical Rehabilitation Section, New York 
State Rehabilitation Hospital, West Haverstraw, New York. 

Erbert F. Cicenia, Director of Physical Rehabilitation; 
Joan Rosenthal, Staff Physical Therapist, Physical Rehabil- 
itation Section; Charlotte F. Springer, .D., Principal 
Physician, Physical Medicine. 


ments to compensate for the loss of power or 
coordination necessary to perform in the normal 
manner. 

In order for a special device to be practical, 
a patient must be able to set himself up without 
assistance. There are instances in which a pa- 
tient is so severely involved that he can operate 
the device only after it has been set up for him. 
The rationale in these situations is that it is far 
better to be able to do part of the activity inde- 
pendently than to have to depend entirely upon 
an assistant. For morale this is undoubtedly im- 
portant. But what may happen, and usually 
does unless proper measures are taken, is that 
the home or agency responsible for the post- 
hospital care of the patient may find it more 
expedient to feed or dress him (or whatever the 
activity may be) than to bother with setting up 
some special device. If a device is necessary to 
assist in achieving a degree of independence, it 
cannot be “worn in a closet” but must be ac- 
cepted and used. 

At the New York State Rehabilitation Hospital, 
the social case worker establishes contact with 
those responsible for the care of the patient after 
discharge from the hospital to determine if a 
special device can really help or if it will merely 
be viewed as a gadget to be shelved as soon as 
the novelty wears off. When necessary, those 
who are charged with the responsibility of caring 
for the patient are afforded the opportunity to 
visit the hospital to observe the patient and the 
therapist handling and operating the device. 


ProsBLemMs SOLVED BY DEVICES 


The use of devices will be explained in case 
presentations to show how devices met the par- 
ticular needs of the several patients. 

Case No. 1 is a 47 year old female. The pa- 
tient was admitted to the Rehabilitation Hospital 
from a nursing home May 31, 1955, with a diag- 
nosis of chronic rheumatoid arthritis. Symptoms 
appeared about 10 years before admission but 
she managed to keep working as a seamstress 
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Figure 1 


A, B. 
Cc 


A. Dressing hooks and socks adapted with corset garter 
and/or tape loops. 

B. (above) Dressing device for putting on a brassiere 
and a blouse or a shirt with one arm; C. (below) 
Wiping device for cleansing after toileting 


— 


. Utility rod with removable shoehorn. Rod was used 
to assint patient in getting from supine to sitting, 
sitting to standing and, with shoehorn detached, the 
rod served to hold and discard toilet paper after 
toileting. Hook on other end was used to zip up 
zippers on shoes, reach and hold objects which 
could be hooked, and to pick up objects from the 
floor. 

E. Variation of utility rod with cup hook and detach- 

able shoehorn. 

hook or Swedish 


F. Lightweight, aluminum 


griptong. 


grocery 


G. Shower board 


H. Commode seat 


until about 6% years ago, when most of the 
major joints of her body developed some degree 
of involvement. The patient had been hospital- 
ized elsewhere for approximately 28 months and 
was treated with the conventional therapeutic 
measures. Until two years ago, she could per- 
form all her daily activities independently. Prior 
to admission she had become totally bedridden. 
On admission the patient’s major problems 
were pain, marked limitation of motion, con- 
tractures in almost every joint of the body and 
obesity. She was able to use a call buzzer, come 
to a sitting position from the supine, and sit on 
the edge of the bed with considerable difficulty; 
other activities such as personal care and dress- 
ing, she was either unable to perform or required 
assistance. She could not come to the standing 
position unaided; however, once she was helped 





to the upright position, she was able to walk 
independently on a level surface with slow, short, 
shuffling steps. Due to the contractures at the 
knees and hips she stood as though in the 
“seated” position. 

On admission her Rehabilitation Quotient 
(RQ)* was 3. Upon discharge four months 
later her RQ was raised to 44. Using several 
self-help devices and adaptive clothing she 
learned to dress and undress herself independ- 
ently as well as perform other daily activities. 

A special utility rod (Fig. 1D) was used to 
help her from the supine to the sitting position 
(Fig. 2A). The same rod helped the patient 
to get from the bed to standing (Fig. 2B). 

Dressing hooks (Fig. 1A) were used to put 
on shoes and socks (Fig. 4A-B-C). The socks 
were adapted with corset garter loops and the 
shoes had leather heel loops and zippers (Fig. 
1A and K1). 


*The Rehabilitation Quotient or RQ is a score aitained 
on a Daily Activity Test which indicates the percentage 
of daily activities essential for daily living that a person 
with a disability can perform independently. 
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Figure 1 (continued) 


I. J. 


I. Adapted pants (open); J. Adapted pants (closed) 


K. 1) Shoe adapted with zipper; 2) Shoe adapted with commercial shoe-loc by Talon. 





Figure 2 


A. 


A. Patient (Case 1) using special utility rod with shoehorn detached to assist her in getting 


from supine to sitting position. 


B. Patient using same device to assist her in getting from sitting to erect position. 


A wooden raised commode toilet seat with 
armrests (Fig. 1H) enabled the patient to get 
on and off the toilet independently. A special 
grab-bar for toilet use was recommended for her 
home. 

The patient learned to put on underpants by 
adapting the underwear (Fig. 1J) to be put 
on overhead instead of in the conventional man- 
ner. Figs. 3D-E-F and G) 

Cleansing after toileting was accomplished by 
adapting the special utility rod so as to hold and 
discard toilet paper. 

The patient was provided with a specially de- 
signed wheel chair with seat and armrest height 


adjusted to facilitate getting down and up from 
the wheel chair to the erect position. 

The patient was discharged to the home of 
her only living relative, a devoted nephew, who 
was willing to have her live with his family since 
she is completely independent and can assist with 
some minor household duties. She has not been 
placed in remunerative employment but an at- 
tempt will be made to seek home employment 
for her to utilize her skill as a seamstress. 

Case No. 2 is a 40 year old male. The patient 
was admitted to the Rehabilitation Hospital on 
Apr. 18, 1955, from the home of his sister. The 
patient has been suffering from rheumatoid 
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A. Use of dressing hooks to put on TW : 
sock adapted with loops. _4 aS 5 


B. Use of special utility red (Fig. 19) 
to bing sock over heel of foot. 

C. Use of the same special utility rod 
to zip up zipper adapted with loop. 
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Figure 3 


B. Cc. 


G 


D., E., and F. Patient putting on adapted under pants (D. Put pants over the the head. E. Stand, 
grasp pant’s tail with utility rod. F. Bring tail up under legs and fasten in front.) 


G. Patient removing pants by pulling tail of the pants over head. 


arthritis since the age of 16. He had multiple 
joint deformities, pain, and restricted motion. 

The patient was able to walk with the aid of 
crutches until about three years ago, when most 
of this activity had to be restricted to his resi- 
dential surroundings and during the past year 
further curtailment has been necessary. The pa- 
tient was referred to the Rehabilitation Hospital 
because he was gradually becoming an intoler- 
able burden to his sister and her family. He had 
reached the point of dependency which forced 
his sister to seek nursing home care for him. 

When the patient was admitted he was unable 
to take care of toileting and other personal needs. 
Using full length axillary crutches he was able 
to walk laboriously and slowly on a level surface, 
if assisted to the standing position. 

On admission his RQ was 61 and, when he 
was discharged after seven months his RQ was 
76. 

Bed blocks were used to raise the height of 
the bed to facilitate getting in and out of bed. 

Dressing hooks permitted him to put on and 





take off pants (Figs. 4A-B), shorts, shoes, and 
socks. The socks were adapted with tape loops, 
and leather loops were sewed on the shoes. 

The patient was provided with a specially 
adapted wheel chair to help him get to and from 
the seated position and standing (Fig. 4C) **. 
Getting on and off the toilet was solved with an 
individually prescribed commode seat. 

To enable the patient to cleanse after toileting 
a specially developed simple wiping device (Fig. 
1C) was provided for him. 

With the aid of spring-top full length crutches 
(Fig. 4C1) the patient can ambulate over 1,500 
feet using a swingthrough gait and can also per- 





** The following wheel chair was recommended for the 
patient to meet his requirements for comfort and for func- 
tion: Special, adult, outdoor model with 24 inch wheels 
and 8 inch casters; handrims; skirtguards; brakes; semi- 
reclining back with back of chair raised to 40 inches from 
the floor instead of the standard 36 inches; raised seat, 
23 inches from the floor instead of the standard 19 inches; 
standard fixed arms with removable 3 inch blocks to 
five the front of the armrests a 32 inch height from the 

oor instead of the standard 29 inches; elevating legrests 
so designed that when the legrests are at a 45 degree angle 
the footboards will be 25 inches from the seat. 
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\. Patient (Case 4) seated in wheel chair using dressing canes to put on socks adapted with loops. 


3. Patient using dressing canes to put on slip-on type shoes adapted with a heel loop. 


C. Special crutches and wheel chair with particular specifications to facilitate sitting down and 


getting up from the seated positions: 


1) spring top crutches, 2) semireclining and raised back, 


3) raised seat, 4) removable armrest block, 5) standard fixed armrests, 6) specially designed 
elevating legrests to accommodate contractures at knees and ankles. 


Figure 5 


—Pr ane A 
— 


. Miniature navy pelican hook adapted for dressing 


activities (closed). 


. The hook opened for release. 
. Special wall apparatus to aid patient with flail 


upper extremity in dressing. 


. Stocking aid from King’s College Hospital, London. 
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with essentially flail 


Patient 
extremities using wall dressing device to put on T- 


A. through D. upper 


shirt (A. Accordion T-Shirt, place sleeve arm 
openings on wall device, and spread apart open- 
ing for head. B. Slip arms through sleeve open- 
ings and place head into neck opening. C. and D. 
Using the arms of the dressing device, gradually 
pull on the shirt.) 

E. and F. Patient removing T-shirt: E. Engage T- 
shirt on arm of dressing device. F. Maneuver so 
that T-shirt can be pulled off by walking away from 
the device. 


form minor elevations (6 inch curb and low 


steps with handrail). 


He learned beading and leather work and his 
work tolerance is such that the State Division of 
Vocational Rehabilitation has been contacted 
with a view of possibly placing him with a manu- 
facturer of moccasins in his home town. The 
patient has also learned to get into and out of a 
car which may permit employment outside of 
the home. The patient believes he can arrange 
for transportation by the taxi service in town 
if he is to work at a factory. 

Case No. 3 is a 24 year old male. The patient 
developed poliomyelitis late in August, 1955. He 
was admitted from a general hospital where he 
had depended upon a respirator until Sept. 26, 
1955. His neuromuscular picture at time of ad- 
mission to the Rehabilitation Hospital was one of 
fairly extensive trunk and upper extremity in- 
volvement, particularly the right upper extremity, 
and with some return of function in the lower 
extremities. 

The patient’s disabilities are: deafness, a re- 
sidual of whooping cough at the age of two, 
which has left him without speech; flail right 
upper extremity; extensively weakened left upper 
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Figure 6 





weak but functional lower ex- 


and 


extremity ; 
tremities. 

When the patient was admitted he was unable 
to come to a sitting position in bed. He was 
completely dependent in all dressing and self- 
care activities. The patient was able to rise from 
the seated to the standing position with some 
difficulty and occasionally required minimal as- 
sistance. He had a normal gait pattern and used 
no appliances, but his endurance was poor. 

His RQ on admission was 55 and when he was 
discharged after 10 months of therapy, including 
an operation for opponens reinforcement, his RQ 
was 93, By utilizing a special wall piece of ap- 
paratus (Fig. 5C) and adaptive clothing he suc- 
cessfully mastered all his dressing and self-care 
activities, including toileting. Figures 6 and 7 il- 
lustrate how the device is used to put on and take 
off a T-shirt and a sport shirt with long sleevest. 
Trousers and shorts did not present an insur- 
mountable problem to the patient because of his 
functional lower extremities and excellent bal- 
ance. He elected to wear slip-on type shoes 





+t Patient was able to manage buttons, except that he had 
difficulty with the left cuff button because of the flail 
right upper extremity and hand. The cuff was easil 
modified with a strip of elastic sewed to the cuff whic 
permits the hand to slip through 
















Figure 7 


shirt with long sleeves 


E. 
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C. D. E. 


A. through D. Patient with essentially flail upper extremities using wall device to put on sport 
(A. Place shirt on arms of dressing device with sleeve openings ex- 
B. Place either arm into the sleeve. 
can be placed into the other sleeve. D. Use the arms of the device and change body positions 
to pull on the shirt.) 


C. Maneuver in position so that the other arm 


Patient removing shirt (sequence is the reverse of put*ing on shirt). 


F. and G. Patient with weak abdominals using leg 
power to assist him in coming from the supine posi- 
tion to the sitting position. 


Patient (Case 4) using special device to put on brassiere. 
A. Place brassiere strap over affected arm. 

B. Hook other strap into the device. 

C. Carry brassiere over head and around the back. 

D. Grasp brassiere with affected hand and hold. 

E. Place unaffected arm through strap. 


F. Fasten and adjust brassiere. 


rather than have to contend with shoelaces, 
zippers, or other modifications. 

His only other problem, rising from supine 
to sitting, was accomplished by a substitution 
pattern of movement utilizing what little power 
he could muster in his upper extremities. Fig- 
ures 7F-G illustrate the method used. 

Case No. 4 is a 27 year old female who con- 
tracted poliomyelitis on Sept. 12, 1954. After 
receiving the conventional therapeutic measures 
for the treatment of poliomyelitis she was trans- 
ferred on Nov. 9, 1954 from a general hos- 
pital to the Rehabilitation Hospital for continued 
therapy and rehabilitation. 

The patient has extensive involvement of the 
trunk and all four extremities. On admission her 
RQ was 16 and she was classified “Custodial” 


with a potential for remaining the same. When 
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she was discharged Nov. 4, 1955, her RQ was 
49. Because she remained dependent in many 
of her essential personal care activities she re- 
tained the classification “Custodial.” The patient, 
however, did manage to learn some dressing 
activities with dressing hooks, and a special de- 
vice (Fig. 1B) was used to put on and take off 
a brassiere and blouse. Figures 8 and 9 illustrate 
the use of the device in putting on a brassiere 
and blouse. 

Case No. 5 is a 42 year old male. The patient 
has a history of bulbospinal poliomyelitis dating 
from September, 1954. Residual paralysis is 
severe in the upper extremities (most marked 
on the right) and the muscles of the neck. He 
has good lower extremities with mild involvement 
in the right calf. 

When the patient was admitted to the Reha- 
bilitation Hospital Jan. 17, 1955, he was fully 
ambulant without any apparatus. The patient was 
dependent on help in all dressing, grooming, and 
feeding activities. With the aid of several devices 
he can now do practically all dressing activities. 
The use of one of these devices is illustrated in 
figure 10. He is also able to perform all groom- 
ing and feeding activities without aids of any 
kind. He is able to write quite well with the left 
hand and he can handle the telephone. 

Case No. 6 is a 57 year old female. The 
patient has a 36 year history of rheumatoid 
arthritis. She has severe limitations of range of 
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Figure 9 


Patient using special device to put on a blouse. A. Hook device through button hole on collar. 
B. and C. Carry the device over head and gradually work the blouse over the shoulders. 

D. Place the sleeve over the affected arm and adjust the blouse on the shoulder. 

E. Place unaffected arm through the other sleeve and adjust blouse in proper position 





Figure 10 


A. B. GS 


Patient (Case 5) using a device (Figs. 5-A. and B.) 

patterned after a nautical apparatus called a pelican 

hook to put on pants and jacket. 

\. Fasten pelican hook into rear belt loop and bring 
cord over shoulder. 


B. Using the teeth to assist the weak arm, pull pants 
up to the hips where they can be grasped by the 
hands. 


C. Pull pants over hips, adjust in proper position. 


Note: Pelican hook is released by pulling the free dan- 
gling cord which opens the jaws of the hook in tie man- 
ner of icetongs. 
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Figure 10 (continued) 


F. G. 


D. Place pelican hook on coat loop. Note: Cord is prearranged over the doorway bar and remains 
in this position as a permanent fixture. Knots in the cord prevent it from slipping off the bar 
when not in use. Pull jacket to appropriate height and place arm in sleeve. The cord is locked 
on a cup hook or other device when the desired height has been reached. 

E. Continue pulling the jacket until arm is in sleeve and jacket is over the shoulder. 


F. Place other arm in sleeve and adjust coat. 


G. Pull release cord to open pelican hook. Note: This patient adapted the arrangement illustrated 
in the drawing to his office where he used a coat tree in place of the over head gym bar. 
The patient wanted to be independent at work and did not wish to be compelled to ask some 


one to help him with his jacket or outer coat. 











Figure 11 


Patient (Case 7) using special device to put on sock. 

A. Place sock over device. B. Holding the straps, place 
foot into sock opening and work sock onto foot. 
When sock is completely on continue pulling on 
straps and remove device. 


motion at shoulders, elbows, wrist, fingers, hips, 
knees, ankles, and neck. Through compensatory 
training the patient has learned to manage all 
dressing and self-care activities except putting on 
shoes, socks, and stockings. The shoe problem 
was solved with loops on the shoes, zippers, and 
dressing canes. A special device (Fig. 5D) fab- 
ricated with exposed X-ray film was used to help 
her put on socks and stockings. 


SUMMARY 


The necessity and justification for the use of 
adaptive equipment or self-help devices have been 
briefly discussed. It is essential that all methods 
of performing daily living activities by compen- 
satory or substitution patterns of movement be 
ruled out as nonfeasible or impossible before 
devices are recommended. It is important to 
make sure that the patient have the opportunity 
to continue to use devices recommended for him 
after discharge from the hospital or rehabilita- 
tion center. Once functional training is com- 
pleted those responsible for the patient’s care 
must be instructed in the usefulness of the adap- 
tive equipment to permit the patient to be inde- 
pendent in essential self-care activities. 

Six cases with different types of functional 
training problems have been described and the 
various devices employed for their improvement 
of self sufficiency have been discussed and 
illustrated. 


The authors wish to express appreciation to Edward 
Schlesinger, M.D., Associate Director for Medical Serv- 
ices, New York State Department of Health, for his 
suggestions of an editorial nature and to Miss Frances 
Bauer for assistance in the preparation of the paper. 
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Suggested Salary Ranges for Qualified Physical Therapists 


Physical therapy is a medical service administered 
by physical therapists upon written prescription 
of the physician. Specific professional prepara- 
tion is required to enable physical therapists to 
carry out the treatment procedures, tests, and 
measurements as prescribed. 

In recognition of this fact, the Council on 
Medical Education and Hospitals of the American 
Medical Association has established educational 
standards for schools of physical therapy and ap- 
those which meet the stated 
standards. 


prov es schools 


Therefore, a qualified physical therapist is a 
person who since 1936 has been graduated from 
a curriculum approved by the Council on Medical 
Education and Hospitals of the American Medi- 
cal Association or was graduated prior to 1936 
from a school or course approved by the Ameri- 
can Physical Therapy Association or is a member 
of the American Physical Therapy Association 
or registrant of the American Registry of Physi- 
cal Therapists. Physical therapists must comply 
with State laws regarding licensure or registra- 
tion. 

The American Physical Therapy Association 
recognizes a responsibility to the profession and 
to the employers of physical therapists to be 
concerned with personnel policies affecting the 
practice of physical therapy. In 1956, the Asso- 
ciation conducted a nationwide study of person- 
nel policies among its members. The results of 
this study have been analyzed by the Board of 
Directors and Advisory Committee for the De- 
partment of Professional Services of the American 
Physical Therapy Association. It was agreed that 
salary ranges should be commensurate with re- 
sponsibilities of the position. They should reflect 


the duties required as well as the personal and 
professional qualifications requisite to adequate 
performance in each classification. 

\ staffing pattern should be dependent upon 
numbers of patients being served by the depart- 
ment, the complexity of the service, and the use 
of the service as a teaching facility for students. 
For example 

1. A large physical therapy service may have 

several specialized units within a medical 
center requiring a senior and/or chief 
physical therapist with delegated respon- 
sibilities in each unit. An over-all director 
or coordinator would integrate the entire 
service. 


~ 


2. A new physical therapy service would re- 
quire the skills of a physical therapist with 
experience in developing the service and 
establishing effective interrelationships in 
the facility and the community. 

TITLE SALARY RANGE 


CLASSIFICATION OR AND 


Based on a 40-hour week, the following sug- 
gestions are made. 
I. Staff 
$3,750.00 to $4,750.00 
\ staff physical therapist is responsible for 
patient care as prescribed by the physician 
and functions under the supervision of a 
senior physical therapist. 
Il. Senior Staff 
250.00 to $5,250.00 
: senior physical therapist is responsible for 
patient care as prescribed by the physician 
and for the supervision of other staff. 
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Five steps within these salary ranges in 
Classifications I and II can be planned to 
provide for periodic increments, to permit 
adjustments upward at other than the first 
step in the respective range when employing 
staff with experience, or to promote indi- 
viduals to a higher step when they have 
deimonstrated ability. 

Chief 

$5,000.00 — No Ceiling 

A chief physical therapist supervises the per- 
formances of one or more staff physical ther- 
apists and has administrative duties in addi- 
tion to direct patient care. 


Director or Coordinator 
of Physical Therapy Services 
$6,000.00 No Ceiling 


A director or coordinator is one who inte- 


Case 


Good Recovery Following 
Fracture and Displacement 


of the Odontoid 
Hazelle Erickson, B.S. 


4 25 year old male student at the University of 
Minnesota was injured on July 29, 1951, when he 
dived into a lake and struck his head on the 
bottom. He came to the surface floating face down- 
ward and was towed to shore, where artificial 
respiration was applied. 

At initial examination in a hospital all reflexes 
were found to be absent, and there was complete 
sensory loss, except for areas of the face and chest. 
No evident motion could be found below the neck. 
X rays revealed a fracture of the odontoid with 
displacement of C-1 and C-2. 

Within three days after the accident there was 
involuntary movement of the legs, but no voluntary 
motion. Sensation was definite at T-8 on the left 
side and T-3 on the right side. There were trace 
signs of motor reaction in both quadriceps. At 
this time, the patient was placed on a Foster Frame 
and crutchfield tongs applied. Two months later, 
on Sept. 30, 1951, the tongs were removed and a 
Thomas collar was applied. Throughout hospitali- 
zation, urinary tract infections and muscle spasm 
were a problem. Muscle relaxant drugs failed to 
control the latter. 


Coordinator 
Hospitals. 


of Therapies, University of Minnesota 
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grates the services of the physical therapy 
department and may be jointly responsible 
with a physician for employing and dismiss- 
ing personnel, budget planning, ordering 
equipment, teaching, and serving as liaison 
with other departments in the institution. 

The beginning salary in Classification III 
and IV would be dependent upon applicant's 
experience. Periodic increments might be es- 
tablished on the basis of a percentage of the 
beginning salary. 

The American Physical Therapy Association 
supports the principle of stated personnel policies 
including salary ranges. Also, it recognizes the 
desirability of regional and local personnel poli- 
cies which are flexible and have been established 
cooperatively by a decision of employers and 
representatives of the profession. 


Report 


Physical therapy started three days after the 
accident, and consisted of passive range of motion 
of all extremities and muscle reeducation. Sensation 
was present in varying degrees over the entire trunk 
and all extremities. It was noted that only the 
right great toe and the left thumb showed voluntary 
motion. The quadriceps which had responded 
slightly the day following the accident no longer 
showed voluniary motion. Within a few days, 
motion began to return to the lower extremities in 
hip abduction and knee flexion. As more voluntary 
motion returned, passive range of motion was re- 
placed by active assistive, then active and resistive 
exercises. Muscle reeducation was _ continued 
throughout the treatment program but was ham- 
pered by the muscle spasm, particularly in the 
lower extremities. 

Oct. 1, 1951, 2 months after injury, the patient 
was placed on a conventional hospital bed. An 
overhead apparatus was set up to facilitate the 
exercise program and to enable him to move about 
in bed. A comprehensive program of exercise for 
sitting and standing balance, coordination, endur- 
ance, and development of strength of all involved 
muscles was instituted which proceeded slowly, 
but steadily. The patient was hindered by inco- 
ordination and spasm but worked hard and, within 
three months after injury, was able to be brought 
to the Physical Therapy Department for treatment. 
He was able at this time to walk several lengths 
of the parallel bars and soon progressed to use of 
Canadian crutches. Occupational therapy was added 
to the program to increase finger dexterity and 
coordination. 

In the clinic, the patient developed an eagerness 
to work to the point where he strained muscles of 








Vol. 37, No. 11 


the leg and hip. At a later date he twisted an ankle 
and fractured the left tibia. This curtailed walking, 
but all other exercises continued. Mar. 8, 1952, 
the cast was removed and whirlpool, massage, and 
gait training again became a part of his treatment. 
After this, improvement was steady and on May 29, 
1952, 10 months after admission, he was discharged 
from the hospital. The patient continued to come 
to the Physical Therapy Department for outpatient 
follow-up until school began in the fall. He re- 
turned to his regular school duties, using a cane 
when walking to and from classes. 

The patient had a final physical examination on 
Dec. 14, 1955, 41% years following the injury. This 


Sept. 

1951 
Gluteus Maximus 2+ 
Quadriceps 4 
Gastrocnemius 2 
Tibialis Anticus 2 
Peroneals 2 
Deltoid l 
Trapezius 34 
Latissimus dorsi 1? 
Biceps & Triceps 2+ 
Wrist Flexors & Extensors l 
Opponons pollicus 2 


The patient was discharged with instructions to 
continue stretching exercises to maintain normal 
range of motion. He has since returned to his 
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examination revealed tightness in knee flexion, hip 
rotation, all shoulder and neck motions, and straight 
leg raising to 120 degrees on both right and left. 

Generally, all muscles showed improvement; re- 
flexes were hyperactive throughout (grade 4) and 
an unsustained clonus of both gastrocnemi was 
present. Light touch and sensitivity to pin prick 
were intact over the trunk and all extremities, but 
proprioception and stereognosis impaired the use of 
both hands, especially in coordinated activities 
where the patient could not watch his fingers. His 
gait, because of spasticity, was jerky and slightly 
ataxic, but quite good, and a cane was not needed. 

The following chart will show the increases made 
in selected muscles over the four year period: 


Left Right 

Aug. Dec Sept. Aug. Dec. 
1953 1955 1951 1953 1955 
t 1 2 1 } 

4 5 3 14 44 
4 5 t 4+ 5 
4 } ] 2 } 

4 5 14 2 4 
5 5 ] j 4 
4 5 3+ 1 5 
5 5 1? } 5 
5 5 24 1 5 
4 b+ 1+ } } 
3 } ] 2 3 


native Egypt where he has carried out his plans 
of becoming a teacher and advisor in economics. 





Professional Test 


Most of our anatomical terminology had its 
origin at a time when knowledge of the function 
of the structure was, for the most part, unknown. 
As a anatomical structures 
named on the basis of their resemblance to some 
familiar article of everyday life. 

To early anatomists, the following item or ar- 
ticle suggested an anatomical structure. Can you 
name it? Answers, along with the Latin or 
Greek derivations, will be found on page 749. 


consequence, were 


1. Vinegar cup. 
A brooc h or clasp. 
Spoke of a wheel. 


2. 
3. 


1. Key or bolt, especially in the sense of a door- 
opener or door fastener. 
>. A pipe or flute. 


6. A trowel or spade. 
7. Little plate or pan. 
8. A basin. 

9. Protector of the elbow. 
10. Wall or partition. 
ll. A sieve. 

12. Little hammer. 

13. Raven 

14. Cuckoo. 

15. Tooth 

16. A hilt or handle. 
17. A wedge. 
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Suggestions from the Field 


Hand Treatment Table 


Gudrun Tandberg, B.S. 


Figure 1 shows a hand treatment table viewed 
from above. The end on right shows an affixed 
supination and pronation handle with a set-screw 
resistance mechanism seen in figure 2. It is 
adjustable for height (see fig. 2). The end on 
left shows a diagram of 4 pull-out treatment 
boards. The 2 boards below, 23°” x 12” x 5", 
pull out in the same direction while the two 
notched boards above, 2114” x 15” x 54”, over- 
lap allowing them to be pulled out at opposite 
sides of the hand treatment table. The holes 
through the table top are designed for resistive 


Director of Physical Therapy, King County Hospital Sys- 
tem, Seattle, Washington 

This is the third of several innovations in physical ther- 
apy equipment from the King County Hospital System, 
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Figure 1. Plan for hand treatment table. 
areas are pull-out boards. 
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Figure 2. End elevation of hand treatment table. 











———— — 


Figure 3. Side elevation. Dotted areas are pull- 
out boards. 


finger pulley exercises. Pulleys are attached 
on the under side and fingers are fitted into 
leather ring bands. This table can accommodate 
4 patients working on the pull-out boards and 
another patient using the supination-pronation 
mechanism at one time. 

Figure 2 shows the 
mechanism viewed from the end. 


supination-pronation 
It shows the 
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Figure 4. 


slots allowing two bolts and nuts to adjust the 
handle at the desired height. 

Figure 3 is a side view showing on the right 
a series of 3 storage drawers of varying depths 
and also a diagram of a pull-out board. The 
other side is identical except for a 


‘ace 
storag 


Completed table in use. 


2644,” x 21144” x 16” inside measure 
ments, with a shelf in the middle and one door 
opposite the drawers. 


space, 


The author wishes to express appreciation to these 
members of the King County Hospital Staff—to Miss 
Marylou Ingram for her help with the drawing of the 
illustrations, and to Mrs. Pearl Rohr for her assistance 
with the taking of the photographs. 





New Publication on Neurological Disability 


More than ten million people in the United 
States are now suffering from nerve ailments, it 
was disclosed by Basil O'Connor, president of the 
National Health Council, in announcing publi- 
cation of a new National Health Council volume, 
Ten Million and One, Neurological Disability as 
a National Problem. 

More than 300 causes of nerve weaknesses are 
listed in the book, Mr. O’Connor said. 

“The causes of neurological disability include 
poliomyelitis, cerebral palsy, multiple sclerosis, 
Parkinson’s disease (shaking palsy), epilepsy, 
stroke, and accidents.” he remarked. 

Mr. O'Connor pointed out that although the 
problems of neurological disabilities are being 
attacked by separate organizations in the health 
field, they have not been and do not have to be 
considered piecemeal. A broad view of the prob- 
lem on a national scale is being taken, he said. 

Seventy experts in the field of nervous dis- 


eases and problems of rehabilitation are listed 
as authors of Ten Million and One. The authors 
presented their views at a special conference 
held under auspices of the National Health Coun- 
cil to discuss neurological disability as a national 
problem. 

Dr. Leone Baumgartner, New York City 
Health Commissioner and past president (1956- 
57) of the National Health Council, wrote the 
preface to the new book. She noted that “neuro- 
logical disabilities make a large claim on com- 
munity health and welfare resources. They are 
costly in dollars and in heartaches. 

“It is easy to understand the feeling of help- 
less frustration that the victims of neurological 
disorders, their relatives and friends, and even 
those professionally responsible for their care, 
sometimes suffer,” she continued. 

“The truly anguished cries sometimes arise: 
Why can’t we do something about this? What 
can we do? Who can help us? This book is one 


(continued on page 764) 
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Hospital Accreditation* 
Kenneth B. Babcock, M.D. 
History 


The history of medical education is fascinating 
reading. | am not speaking of ancient history, 
but American medical history of forty-five years 
ago. In 1910 under the auspices of the Carnegie 
Foundation, Dr. Abraham Flexnor gave his 
famous report of the medical schools of the 
United States. New York had a dozen. Cities 
like Detroit and Cleveland had four or five. 
Very few were classified as good; the best you 
could say of most of them was that they were 
diploma mills. With effort, sacrifice, hard knocks, 
the corrections were made and as of 1953 there 
was no so-called second-class medical school in 
the United States. 

In 1919 under the leadership of Dr. Frank- 
lin Martin, minimal standards for hospitals 
were conceived and shortly afterward, Dr. Mal- 
colm T. MacEachern took over the program of 
the American College of Surgeons for surgical 
standardization of hospitals. This program 
raised the level of patient and hospital care in- 
estimably in the United States and Canada in the 
last quarter century. It was a wonderful pro- 
gram, but was too expensive an undertaking for 
the College alone. 

The American College of Surgeons spent over 
two million dollars alone on this program and 
after some backing and filling by the different 
interested medical organizations the concept of 
the Joint Commission on Accreditation of Hos- 
pitals was born. It did not really begin its func- 
tion until well into 1952 under the able leader- 
ship of Dr. Edwin L. Crosby, now Director of 
the American Hospital Association. 

The Joint Commission on Accreditation of 
Hospitals is the child of five great medical and 
hospital organizations, the American College of 
Physicians, the American College of Surgeons, 
the American Hospital Association, the American 
Medical Association, and the Canadian Medical 
Association. 


Purpose 


It is an independent, voluntary, non-profit cor- 
poration organized to render a public service; 
its main purpose is to improve the quality of 


* Presented at the 86th Annual Session, Colorado State 
Medical Society, Estes Park, Sept. 7, 1956. The author is 
Director, Joint Commission on Accreditation of Hospitals. 

Reprinted by permission from the Rocky Mountain Medi- 
cal Journal, December 1956. 
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care rendered to patients in hospitals. Its method 
of achieving this goal is to establish minimum 
standards of quality of patient care and then 
invite all hospitals and physicians who offer care 
to the sick to meet or surpass those standards by 
improving their services and their facilities. 


Philosophy 


The basic philosophy is that a better job can 
be done by the Commission pooling the mterests 
of the five-member medical and hospital organi- 
zations in their common desire and goal to im- 
prove patient and hospital care than by going it 
each alone. This has shown itself in two notable 
instances over the old standards of minimum 
care as promulgated by the American College 
of Surgeons. The improvements are— 

1. Patient care of all the ill—not just surgical 
cases. 

2. The stressing of the human factor rather 
than brick and mortar. The finest facilities mean 
nothing unless there is quality care from a 
humane, interested, responsible medical, nurs- 
ing and hospital staff. 


Eligibility Requirements for Accreditation 


The structure, organization and facilities of 
a hospital determine its acceptability for ac- 
creditation. Any institution which is listed in 
the Administrator's Guide of the American Hos- 
pital Association, has twenty-five or more beds 
and has been in operation for at least one year 
is eligible for survey. Eligibility extends not only 
to the typical non-profit, voluntary hospital 
operated by a religious, educational or other 
philanthropic organization, but to proprietary 
hospitals operated as private corporations and 
federal, state, county, township and city hos- 
pitals, general or specialized in facilities offered. 

Thus, nearly 4,000 hospitals in the United 
States are eligible. Approximately 3,000 of 
these have met minimum standards for accredita- 
tion and obtained certificates attesting to this 
act. 


General Standards 


All standards for accreditation are based on 
what time and experience have shown to be the 
best means of assuring proper care of the hos- 
pital patients. These requirements include: 


1. A physical plant and administration pro- 
viding x-ray, laboratory, and other facilities for 
the adequate nursing care, feeding and housing 
of patients, with proper protection from fire, ex- 
plosion and other hazards. 
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2. Restriction of the hospital’s medical staff 
to physicians and surgeons who are graduates 
of approved medical schools, legally licensed, 
competent in their fields and ethical in conduct. 

3. Maintenance of complete medical records 
on each patient, so that not only the doctor but 
all concerned in the present or future may know 
what was found and what was done. 

4. A well-organized staff of physicians per- 
mitted to practice in the hospital according to 
written rules and regulations subject to the 
ultimate authority of the hospital governing 
board. 

5. Medical supervision of the staff to assure 
that each member is restricted to what he is 
competent to do, and to enable each member 
individually and all collectively to increase diag- 
nostic accuracy and good results of treatment. 

The field representative reports his findings 
and makes a recommendation to the director of 
the Joint Commission who in turn reports to 
the Board of Commissioners. The Board then 
votes to accredit, provisionally accredit, or non- 
accredit the hospital. The Commission subse- 
quently notifies the hospital by letter of its ac- 
tion. These are the essentials of and for a first- 
class hospital, the wisdom to date from years of 
scientific progress in medical care. 


Procedure 


A good survey must be as objective as possible 
and to this end the American College of Surgeons 
shortly after World War II adopted the “Point 
Rating System” as a tool to help them in evaluat- 
ing hospitals. In this system a numerical value 
or score is assigned to every facility and cate- 
gory examined. Previously, it had been done in 
narrative form, but it was felt that a more uni- 
form report could be accomplished by the as- 
signment of values. The Joint Commission on 
Accreditation of Hospitals has modified it some- 
what, but is still using this system. It is far 
from perfect, but still the best means at hand 
and undergoing constant correction as the pic- 
ture changes. 


Scoring Reports 


Briefly, the scoring report itself is divided into 
eight essential divisions and eight complementary 
divisions. Every hospital, big or little, must be 
surveyed on the essential division and scored. 
The complementary divisions are likewise scored 
if present, but a hospital is not given demerits if 
it does not have one of these divisions. For ex- 
ample, a hospital with an obstetrical division is 
surveyed and scored and the scoring made part 
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of the total evaluation, but if there were no such 
division, no points would be subtracted. 


Essential Divisions 


Briefly, the first two portions of the essential 
scoring report take into consideration the actual 
physical plant and the administration of the 
hospital plant per se. Such things as the state 
of maintenance, adequacy of fire protection, 
segregation of patients, type of government and 
governing board, training and adequacy of the 
administrator, personnel policies, sanitation 
aspects, evidence of patient overcrowding are all 
surveyed and evaluated. 

The third essential division is that of medi- 
cal staff organization. It is here particularly 
that one frequently finds many deficiencies and 
it might be said that a well organized hospital is 
a happy hospital. The surveyors look for such 
things as are all the physicians qualified to per- 
form the privileges assigned to them? Does the 
hospital have bylaws, rules and regulations pro- 
tecting the patient, the physician and the hospital 
itself? Almost every legal case resulting in an 
adverse decision against a hospital is caused by 
poor bylaws not properly adopted by the staff 
and governing board. In a hospital organiza- 
tional setup there must be provision for medical 
staff and departmental meetings that will thor- 
oughly review and analyze the clinical work per- 
formed in that hospital. 

Medical records are the fourth essential divi- 
sion. Considerable emphasis, as it should be, is 
placed on the maintenance of good medical rec- 
ords. Over one-eighth of all scoring points are 
placed here alone. This may seem excessive until 
one considers that good medical records not only 
contribute to the professional care of patients 
but also reflect in general the quality of profes- 
sional care that is given in the hospital. The 
relatively large number of points assigned is a 
recognition of both aspects. The modern prac- 
tice of medicine, with its emphasis on treating 
the whole patient, brings into play the skills of 
a variety of medical specialists and trained 
medical assistants. Proper management of the 
care of the patient by the attending physician re- 
quires prompt recording in the medical record 
by each member of the team. The number of 
consultants and assistants may vary widely, de- 
pending upon the nature of the patient’s illness, 
but today all hospital episodes except the most 
minor require the services and the recording of 
their findings of several different members of 
the hospital staff. It has been well said the ma- 
terial in this department is strong evidence of 
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the standard of service to the patient, is an in- 
sight to the keenness of the medical staff in prac- 
ticing scientific medicine and should contain in- 
formation for research and training. 

Essentials five and six cover the departments 
of x-ray and laboratory. Every accredited hos- 
pital must have these departments. The extent 
to which these services are carried out depends 
on the type and size of the hospital. Where total 
facilities are not available, satisfactory outside 
arrangements must be made. Smaller hospitals 
unable to hire a full-time pathologist or radiolo- 
gist should avail themselves of part-time services 
from these individuals. Good modern medicine 
cannot be practiced without up-to-date adequate 
laboratory and radiological facilities—they are 
a must. 

The final two essential services are those of 
the nursing and dietary departments. Good 
nursing care and adequate dietary facilities mean 
a great deal to the patient and to the hospital. 
It is rather unjust, but a great many people and 
patients judge the caliber of a hospital by its 
nursing service and whether it serves palatable 
hot food. The finest quality care given to pa- 
tients by an excellent medical staff can go for 
naught when food is poor and nursing care is 
slovenly. Public relationwise, they are important 
adjuncts of quality care. 


Complementary Divisions 


The Complementary Service Divisions break 
down into departments. They are the depart- 
ments of Medicine, Surgery, Obstetrics, Anes- 
thesia, Physical Medicine, Outpatient, Medical 
Service, and Pharmacy. If a hospital has them 
they, too, are judged for organization, proper 
records and good maintenance. Questions per- 
taining to death ratios, number of consultations, 
number of infections, etc., are asked. Any ques- 
tion pertinent to good care may be asked of the 
chief of the department or the administrator of 
a hospital. 


Objective Examination of a Hospital 


Hospital accreditation is not brick and mortar 
and stainless steel—it is the goal of people living 
up to their responsibilities, their rules, keeping 
good records and constantly reviewing every- 
thing to improve quality. 

The Joint Commission on Accreditation of 
Hospitals is a powerful medical watchdog that 
maintains a constant guard over the hospital pa- 
tient. When a hospital is Fully Accredited it 
seems it has complied with at least three-fourths 
of the Commission’s rigid requirements for pa- 
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tient service and is striving, we hope. toward the 
mythical 100 per cent perfection. This is fine, 
you all say, and a very creditable goal. The sur- 
veying of a hospital necessitates that we use only 
objective criteria. This is fine also, you nod. 
First we think of the administrator—ten to fif- 
teen years’ experience, graduate of school of 
hospital administration, knows his work—check 
him off. 

Fire hazards—oh, yes, extinguishers all over 
the place, fire doors, enclosed hoses, even a fire 
evacuation plan in this drawer right here gather- 
ing dust. 

Dietary—all O.K., latest in hot carts, very ad- 
vanced, electric toaster and coffee to patients, 
biggest advance in twenty years. Feeling smug 
and complacent now, I must tell you that such 
is necessary, but it all adds up to less than one- 
fourth of the entire grading. 

The other three-fourths of the grading is an 
objective grading of your medical staff—your 
doctors—your own ultimate responsibility for 
the quality of patient care in the hospital. This is 
a different story and usually starts off with an 
emotional outburst from the outraged physician 
and his equally outraged friend, Mr. Board of 
Trustees member. How can any surveyor or in- 
spector sent out from the ivory towers in Chicago 
evaluate me and the quality of care I give to my 
patients? Bureaucracy, loss of physician’s indi- 
vidualism, interference with patient-physician re- 
lationship! Did the surveyor see me operate or 
treat my patient? Did he examine my patient? 

The answer, of course, to this is no, he did not. 
No surveyor ever goes into an operating room 
and watches the surgeon operate; no surveyor 
ever lays a hand on a doctor’s patient. How is it 
done? How can we evaluate a medical staff? 
Yes, and the board and administrator, too? That 
is what I propose to tell you briefly today. The 
surveyor has visited the hospital, inspected the 
facilities and asks to see from one to four peo- 
ple, namely, administrator, pathologist, chair- 
man of tissue committee and medical record 
librarian. He asks them to produce the follow- 
ing statistics: Hospital death rate, anesthetic, ma- 
ternal and infant death rates, number of or rate 
of cesarean sections, sterilizations, infections and 
consultations. Has your hospital those statistics 
available; can they be entirely justified; if not 
justifiable by your medical audit, record or tis- 
sue committee, what steps are being taken to 
correct and avoid them? 


SUMMARY 


The following points should be kept in mind 
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by every physician and hospital administrator 
or trustees regarding Hospital Accreditation: 

1. Hospital accreditation is a doctor’s pro- 
gram. Standards have been set by the doctors. 
The Joint Commission is controlled by practicing 
physicians and a large portion of the finances 
which are spent in this program comes out of 
doctors’ pocketbooks. 

2. Hospital Accreditation started out with, 
and still has, the unqualified support of the 
governing groups of its professional medical 
sponsoring bodies (American Medical Associa- 
tion, American College of Surgeons, American 
College of Physicians, and the Canadian Medi- 
cal Association). 

3. Hospital Accreditation is one of the finest 
voluntary movements ever carried on by the 
physicians of the United States and Canada to 
assure the public of safe standards. In this very 
program they have found their greatest public 
relations tool. 

1. The Hospital Accreditation program will 
end the day that organized medicine gives the 
word. 
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5. Hospital Accreditation is not involved in 
many side issues such as the discussions be- 
tween the specialist and the general practitioner 
or the economic discussions of certain physician- 
hospital relationships. 

6. Hospital Accreditation does not take addi- 
tional time on the part of the physicians on the 
hospital staff and this fact should be recognized. 

7. Hospital Accreditation involves more cleri- 
cal work than has been needed before, and there- 
fore, hospital administrators and trustees should 
make provision for additional help. 

8. Every hospital must accept and understand 
the over-all philosophies and objectives of Hos- 
pital Accreditation before it starts worrying about 
the details. 

9. No Accredited or Non-Ac- 


credited hospital can face the citizens of its com- 


Provisionally 


munity with a clear conscience. In my opinion 
the present minimum standards of Hospital Ac- 
creditation will be raised over the years, and 
the time will come when higher standards will 


be demanded. 
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Editorial 





The Physical Therapist in the School 


| of Education have become increasingly interested in pro- 
viding physical therapy service to meet the needs of children with 
physical handicaps. More and more physical therapists are being 
employed in schools, not only in metropolitan centers and orthopedic 
units which are an integral part of a community school, but smaller 
school districts are jointly sponsoring and sharing this service. 

The physical therapist who leaves a medically oriented environ- 
ment to become a medical worker in an educational program faces 
many challenges in adjusting to another type of administrative 
structure and philosophy and in developing relationships with co- 
workers who have a different professional orientation. It is, there- 
fore, necessary for school administrators to work with their staffs and 
the physical therapist in developing plans which provide for channels 
of communication, lines of authority, medical supervision, standards 
of professional responsibilities, resources for professional counseling, 
also parent, teacher, and community participation. Without proper 
cooperative planning, the physical therapist may find herself giving 
first aid, supervising the lunch room, playground or rest hour, thus 
the time available for treatments may be dissipated and the therapist's 
real function lost. Certain therapeutic activities can be carried on 
during the lunch period or on the playground, but these must be 
planned therapeutic activities. 

Coordination of the educational and therapeutic programs requires 
joint planning, operation, and evaluation by the school staff and the 
physical therapist. There are times when the emphasis may need to 
be placed on the educational program and at other times the treat- 
ment program should take precedent. Conferences including teachers, 
other school personnel, the public health nurse, and the physical 
therapist are invaluable in developing mutual understanding and 
unifying objectives to meet the needs of the individual child. Written 
schedules which are jointly developed aid smooth working relation- 
ships. With an established routine the child, in many instances, can 
assume responsibility for going for his own treatment. A certain 
degree of flexibility, of course, must be maintained to permit children 
to participate in special school events. 


Medical referrals with physical therapy prescriptions come from 
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many sources: private physicians, 
clinics, hospitals, and a physician or 
team of physicians working with the 
school. Some states have certain legal 
requirements which must be met. It 
is a real challenge to the school phys- 
ical therapist to develop and maintain 
two-way communication through es- 
tablished channels so that physicians 
may know, understand, and eflec- 
tively use the school services, and so 
that he may share in the current 
medical findings. 

Parents are an important link in 
the school physical therapy program. 
Regular parent conferences, with 
both parents, if possible, can foster 
desirable practices in the home. 
Treatment demonstrations and super- 
vised practice perieds should be ar- 
ranged to familiarize the parents with 
portions of the treatment they can 
carry on at home on days when treat- 
ment cannot be given at school, or to 
provide extra drill when needed, or 
treatment during the summer vaca- 
tion. Many creative ideas for equip- 
ment and self-help devices can come 
from parents, if professional stimula- 
tion and guidance are provided. Par- 
ticipation creates positive human rela- 
tions for the program. 

Community understanding and 
support are also important to a 
school physical therap; program. 
Local groups and organizations can 
give invaluable help in meeting spe- 
cial needs with volunteer help, sup- 
plies, and equipment when the phys- 


ical therapist works actively to keep 
the community aware of the program, 
its needs, and how citizens can par- 
ticipate. 

The privilege of participating in 
the habilitation or rehabilitation of 
handicapped children in a setting 
with so called “normal” children 
presents a unique and rewarding op- 
portunity for the physical therapist 
to share the enthusiasms and prob- 
lems of children as they go through 
the various stages of growth and 
development. 

Many physical therapists have felt 
isolated in educational programs. 
Contacts with other physical thera- 
pists can be made, however, through 


Many 


state agencies have itinerant physical 


local hospitals and agencies. 


therapists available upon invitation. 
By participating, physical therapists 
can contribute to and learn from 
school in-service educational pro- 
grams. State wide meetings planned 
in connection with state teachers’ 
meetings provide another avenue for 
professional contacts. Chapter meet- 
ings and national conferences provide 
opportunities for professional shar- 
ing and information, but the school 
physical therapist, like all others, 
must assume responsibility for his 
own professional growth, and the 
caliber of the service he provides 
reflects directly the professional inter- 
est and growth of the therapist. 
Jesste F. Wappei. 
Lansing, Michigan 











Association News 


Two Grants Received 
by the Association 


The American Physical Therapy Association 
is the fortunate recent recipient of two grants 
from the Office of Vocational Rehabilitation of 
the Department of Health, Education, and Wel- 
fare. Matching funds for each of the grants 
are contributed by the Association. 


Motion PICTURE 


On June 20 the amount of $24,000 was 
granted to produce a sound motion picture for 
use in the schools of physical therapy. This was 
requested by the Association to be used as a 
visual aid in the pre-service and in-service train- 
ing of prospective and enrolled students in the 
schools of physical therapy and to be shown to 
public audiences for purposes of interpretation 
of physical therapy. This film will supplement the 
present recruitment film “Within Your Hands.” 
Emphasis will be on the rehabilitation pro- 
cedures and the multidisciplinary approach to 
patient care so that both prospective students 
and those who have already chosen their field 
of concentration will be aware of some of their 
future responsibilities and opportunities. The 
project will be developed by the professional 
consultants in the Association’s Department of 
Professional Education in consultation with an 
Advisory Committee of the following well quali- 
fied members of the Association: 

Clara Arrington, Physical Therapy Consultant, 
Children’s Bureau and technical ad- 
visor for “Within Your Hands” 

Laura K. Smith, Physical Therapy Supervisor—Educa- 
tion, Southwestern Poliomyelitis Res- 


piratory and Rehabilitation Center, 
Houston, Texas 


Bernard R. Strohm, Instructor, Physical Therapy School, 
The Ohio State University and 
graduate student in vocational 
counseling. 

additional funds in the 

amount of $15,685 were awarded to provide for 

the purchase of 125 copies of the film. This 
amount also provides for preparation of copies 
of a discussion guide for the leader who is to 
show the film and additional material to further 


On September 1, 


interpret the profession for those who view the 


film. 


TEACHING AND TRAINEESHIPS 


A second grant has been received in the 
amount of $14,595 for a rehabilitation project 
to hold a five day seminar—the OVR-APTA In- 
stitute. Of this amount $4,995 is for a teaching 
grant and $9,600 covers traineeships. This grant 
is to supplement the continuing effort to increase 
the supply of qualified, well-prepared physical 
therapists for areas of patient care, teaching 
and research; and to improve the knowledge, 
attitudes and skills of those currently practicing. 

The topic selected for the seminar which will 
be held in the spring of 1958 is Functional 
Integration of the Pre-Clinical Preparation and 
the Clinical Practice of the Physical Therapy 
Student. 

Due to an increase of the traineeship grant 
over previous years it is anticipated that attend- 
ance can be expanded to include one clinical 
supervisor in addition to one instructor from 
each school of physical therapy. 


Chapter News 


Connecticut 


As a means of securing a contribution to the 
Physical Therapy Fund, Inc., the Connecticut 
Chapter members are selling Christmas wrap- 
pings. Each sale will net the Chapter $.45. The 
project was launched at a dinner meeting of 
Eastern and Western Districts in September. 


Kentucky 


The Kentucky Chapter in August published its 
first newsletter. The first issue presents the 
officers of the Chapter, a brief history of the 
Chapter, and carries the following item about 
the Student Loan Fund. 

“It all started back in December, 1955, when 
an anonymous donor sent us a check for $500 to 
be loaned without interest to physical therapy 
students in this state. We were not over our 
first surprise when a second check was received 
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for the same amount. As stipulated by the donor, 
a committee was appointed to establish policies 
to administer this fund. This money is available 
for postgraduate training to all chapter mem- 
bers.” 


Michigan—Western District 


A message from the new officers of Western 
District. 

“This is an off-conference 
want your money 
a difficult project 
wishes. 


year. We don’t 
we don’t want your help on 
we don’t want your good 
What we want is your attendance at 
district and chapter meetings so that we can 
make it possible for you to go home with some- 
thing useful.” 


North Carolina 


The Chapter presented the following program 
at the October meeting as announced in the 
September newsletter. 

Theme of the Program: Planning for Mass 
Casualties 

In event of national disaster resulting in mass 
casualties, the physical therapist will almost cer- 
tainly be called upon to assume certain functions 
not normally ascribed to his field. The function 
of nurses and other hospital personnel would be 
altered, too, as necessity demanded. In order 
for physical therapists to be prepared to func- 
tion effectively, it was felt they would need to 
supplement their background and experience 
with basic instruction, observation, and practice. 
On this basis, the following program was pre- 
sented: 


2:00 p.m.—Psychology of Mass Disaster, by Dr. Hans 
Lowenbach, Department of Psychiatry, Duke 
Organization of the Medical Team in a Hos- 
pital for Handling Mass Casualties, by Dr. 
William P. J. Peete, Member of Medical 
Team for National Defense, Duke Hospital 
Questions and/or discussion 
Instruction and Demonstration Workshop 
a. Application of Emergency Casts and 
Splints, by Dr. Richard Dodelin, Depart- 
ment of Orthopedics, Duke 
. Identification of Surgical Instruments 
and Application of Emergency Dressings, 
by Dr. Robert Trumbo, Department of 
Surgery, Duke 
c. Operation and Management of Respira- 
tors, by Miss Eleanor Griffin, Department 
of Nursing Education, Duke 
Members were divided into 3 groups and 
rotated every 40 minutes to a different 
demonstration, until each group had seen 
each demonstration. 


2:20 p.m 


2:40 p.m. 
3:00 p.m. 


_ 
> 


At the close of the program the film “Proprio- 
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ceptive Neuromuscular Facilitation” was shown 
in preparation for a workshop on the technics 
in late November. 


Oklahoma 


The September newsletter calls the members’ 
attention to the APTA’s program for foreign- 
trained physical therapists. 

“Are there foreign-trained physical therapists 
working in your area? If so, try to find out as 
much about them as possible. Have they been 
placed in the job by the APTA? If not, have 
they had contact with the National Office? If 
they have been placed by the APTA, the local 
chapter will be asked to make an evaluation of 
the therapist. They should be invited to Chapter 
meetings and transportation should be offered so 
that we all may meet them. We can expect quite 
an influx of foreign-trained therapists in the 
next few years and though we cannot keep track 
of all of them, those sponsored by the APTA are 
our responsibility. They must know the ethics of 
the profession as we practice here in this coun- 
try and if they are potential members of APTA 
we must keep ourselves, as well as the National 
Office, informed about them.” 

After thoughts of the 1957 Conference closes 
with “we should all go to our conventions and see 


the U.S.A. with the APTA.” 


Washington 


The Chapter held a conference-planning meet- 
ing on October 11th. The September newsletter 
informed the members that the Conference Fund 
now totals $1,330.92 and urges all to remember: 
“Less than ten months left before the 1958 Con- 
ference! Get ready to do your share.” 


Wisconsin 
From the September, 1957, Newsletter 


GAIT TRAINING CLINIC 
“When ambulating a patient have you ever 
wondered just what his problem is? Well, Mary 
Pat Murray and Arthur Grisa opened our eyes 
with three excellent two-hour lectures on normal 
locomotion and the deviations from a normal 
gait pattern. These lectures were held at the 


Curative Workshop in Milwaukee. They were 
given for any interested member of the Wis- 
consin Chapter. 

“Approximately 40 members were in attend- 
ance at the first lecture when they suddenly be- 
came startled if not horrified when presented 
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with a small examination which covered several 
pages. However, they recovered and it proved 
to be an excellent way of gearing the course to 
the class. : 

“The course proved to be very advantageous. 
Our thanks and appreciation go to Miss Murray 
and Mr. Grisa for giving us a deeper insight into 
normal and abnormal locomotion.” 


The following is a letter dated Aug. 20, 1957 
received from Ada E. Follett, retiring president 
of the Wisconsin Chapter. 

“I'm going to at last try to answer your ques- 
tions concerning our past and present activities 
in connection with Community Welfare Councils. 
Several years ago the Chapter voted to pay for 
a page in a publicity brochure, assembled and 
published by the Community Welfare Councils of 
Madison and Milwaukee, which included the 
various health and medical organizations and 
agencies. 

“In Milwaukee, the Chapter has had for a 
number of years a fairly close tie-up with the 
Community Welfare Council since our Public 
Relations Chairman automatically becomes a 
member of the Council. We have realized the 
importance of this and this year will be repre- 
sented on the Madison Council by at least one 
member. 

“This week is our third year of participation 
in Health Land at the State Fair. Our booth this 
year is pointed at Education—last year it was 
Recruitment. We feel that this is so important 
that it has become a ‘must’ as an annual activity. 

“During the summer a series of classes was 
held in Milwaukee on exhibits. I presume it 
was sponsored by CWC. A professional exhibit 
man donated of his time and talents instructing 
the class on the do’s and don'ts of exhibiting. 
About seven P.T.’s attended, two from Madison 
and the rest from the Milwaukee area. 

“Governor Kohler’s Conference on an Aging 
Population was attended by several of us. 
Though we were a cooperating organization we 
somehow were omitted from the list. A brochure 
is enclosed. 

“We had our first Executive Board meeting the 
other night to make plans for the year. Thursday 


I’m going to Milwaukee to man the P.T. booth 
at the Fair.” 


Member Speaks to Heart Association 


Cecile Freese, Chief Physical Therapist at 
Theda Clark Memorial Hospital, Neenah, Wis- 
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consin, presented a paper, The Role of the Phys- 
ical Therapist in the Rehabilitation of the Heart 
Patient, at the June, 1957, meeting of the Wis- 
consin Heart Association. 


New Student Members 


University of Michigan 
Barbara Anderson 
Marjorie Becker 
Louise Carter 
Donna Collins 
Diana Cook 
Rita Hochman 


Sharon McGovern 


Linda Nelson 
Elizabeth Oberlin 
Dorothy Reading 
Donna Rowe 
Constance Sarason 
Gail Shovein 
Dianne Taylor 


Members’ Publications 


“A Device for Measuring Rotation of Neck” 
by Minerva W. Chesire appeared in the Septem- 
ber, 1957, issue of the Archives of Physical 
Medicine and Rehabilitation. Miss Chesire, re- 
cently retired from the practice of physical 
therapy, was formerly on the staff of the Veterans 
Administration Center, Wichita, Kansas. 


Marriages 


Blanche A. Aumueller, of Milwaukee, Wis., 
Blanche A. Foote, Milwaukee. 
Joan C. Bissonnette, of Madison, 
Brewer II, Madison. 

Audrey Chambless, of Oklahoma City, Okla., to Jesse 
McClellan, Jr., Dallas, Tex. 

June Cleveland, of Los Angeles, Calif., now Mrs. June 
C. MeKean, Anaheim, Calif. 

Joan Crummey, of Albany, N. Y., to Walter M. Firra, 
Houston, Tex. 

Marie Hickey, of Pontiac, Mich. to Gerry Trobridge, 
Pontiac. 

Mary McKinney, of Butlerville, Ind., to Jack C. Ed- 
monds, Butlerville. 

Marianne T. McPhillips, of Albany, N. Y., to John 
Cunningham, Jr., Albany. 

Rita Menghini, of Lawrence, Kans., 
Jureyk, Kansas City, Kans. 

Bonnie L. Morrison, of Corpus Christi, Tex., to Robert 
F. Giltner, New Orleans, La. 
Mary E. Nesbitt, of Boston Mass., to Lt. Col. Wesley 
F. St. Coeur, Montpelier, Vt. 
Marie Rau, of St. Paul, Minn., 
Clyne, St. Paul. 

Marilyn Scheller, of Boston, Mass., to William Elias, 
Ballardvale, Mass. 

Shirley Joyce Schutte, of Prairie Village, Kans., now 
Mrs. Shirley S. Bailey, Kansas City, Mo. 

Ruth Van Nakin, of Los Angeles, Calif., to David Ank- 
burgh, Los Angeles. 

Biruta E. Zimmerman, of New Philadelphia, Pa., now 
Mrs. Biruta Z. Reese, New York, N. Y. 


now Mrs, 


Wis., to James E. 


now Mrs. Rita M. 


Marie R. 


now Mrs. 
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Nesbitt—St. Coeur 


Mary E. Nesbitt of Cambridge, Massachusetts, 
was married to Lt. Col. Wesley F. St. Coeur, 
United States Air Force, on Sept. 7, 1957. 
Colonel and Mrs. St. Coeur are making their 
home at Riverton Road, Berlin Corners, Ver- 
mont. 

A Director of the Association, Mary St. Coeur 
has served on the Board of Directors for the 
past seven years. She has been Speaker of the 
House of Delegates, Vice President and Presi- 
dent as well as serving on several National com- 
mittees. Until August, 1957, Mrs. St. Coeur was 
Supervisor of Physical Therapy, Massachusetts 
General Hospital. 

Colonel St. Coeur is the Ground Observer 
Corps Coordinator for the Air Force in Vermont. 
His service includes duty with the Corps of 
Engineers, U. S. Army, and with the Air Force at 
various stations in the United States, Guam, and 
Japan. 

Association members wish the St. Coeurs all 
that is good in the years to come. 


APTA Represented at 
American Hospital Association Convention 


Jane Carlin, President, and Lucy Blair, Asso- 
ciate Executive Director and Senior Consultant 
in the Department of Professional Services, par- 
ticipated as members of a panel which described 
the development of the AHA-APTA manuai, 
Physical Therapy—Essentials of a Hospital De- 
partment, during the 59th Annual Convention of 
the American Hospital Association held in At- 
lantic City, September 30—October 3. 

The Association’s exhibit ai the Convention was 
in charge of Mary E. Haskell, Executive Director. 
Under the title, Elements of Success in Your 
Physical Therapy Department, material from the 
manual was highlighted as follows: Personnel, 
Layout, Prescription and Records. 


American Rheumatism Association 
Announces New Journal 


Arthritis and Rheumatism, forthcoming official 
journal of the American Rheumatism Associa- 
tion, is to be a bimonthly publication starting 
with the January-February issue of 1958. The 
journal will cover the field of connective tissue 
disorders, in particular rheumatoid arthritis, 
osteoarthritis, rheumatic fever, gout, the so- 
called “collagen diseases” and nonarticular 
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rheumatism. Greene and Stratton, Inc., New 
York, will serve as publishers. 


Test on Page 737 
Answers 


1. Acetabulum. L. acetum = vinegar; abulum 
=a holder or receptacle; acetabulum = a 
vinegar cup. 

2. Fibula. L. fibula =a clasp or brooch, es- 
pecially the needle of a brooch. From figo 
= | fasten. 

3. Radius. L. radius = spoke of a wheel. 

1. Clavicle. L. clavicula, diminutive of clavis 

a key or bolt 

5. Tibia. L. tibia = a flute. 

6. Scapula. L. scapula =shoulder blade. This 
word is said to have been adopted from the 
Gr. skapstein = to dig, because the bone re- 
sembles a spade. 

7. Patella. L. patella = a little plate; (An old 
term for patella was knee-pan). 

8. Pelvis. L. pelvis = basin. 

9. Olecranon. Condensed form of Gr. oleno- 
kranon, from olene=elbow; kranos = 
helmet. 

10. Diaphragm. Gr. diaphragma =a wall or 
partition, from dia = across; phragma = a 
wall. 

ll. Ethmoid. Gr. ethmos =a sieve; eidos = 
reseinblance. 

12. Malleolus. L. diminutive malleus = ham- 
mer. 

13. Coracoid. Gr. korax =a raven; eidos = 
resemblance. The Greek word was also used 
for anything hooked or pointed like a ra- 
ven’s beak. 

14. Coccyx. Gr. kokkyx = cuckoo. Herophilus 
is credited with naming this structure, the 
coccyx, because of a supposed resemblance 
to the bill of a cuckoo. 

15. Odontoid. Gr. odous (odont) = tooth; 
eidos = resemblance. 

16. Manubrium. L. manubrium =a _ handle, 
from manus=a hand. The sternum is 
shaped like a sword, and is divided into the 
manubrium, the gladiolus (L. diminutive of 
gladiium = sword), and the xyphoid (Gr. 
xiphos = sword; eidos = resemblance). 

17. Sphenoid. Gr. sphen = wedge; eidos = re- 
semblance. Or Cuneiform. L. cuneus = 
wedge; forma = form. 


Pepper, O. H. P.: Medical Etymology, Philadelphia, W. B. 
Saunders Company, 1949 

Skinner, H. A.: The Origin of Medica: Terms, Baltimore, 
The Williams and Wilkins Company, 1949 
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Rehabilitation Conference in 
Guatemala 


Mildred Elson, Program Coordinator 


In cooperative action with the Government of 
Guatemala Republic, and mainly in the interest 
of the countries in the Caribbean area, the Inter- 
national Society for the Welfare of Cripples is 
sponsoring the Third Inter-American Conference 
on Rehabilitation, to be held in Guatemala City, 
November 11 through 14, 1957. 

Under the patronage of President and Mrs. 
Luis Arturo Gonzalez Lopez, and at the invita- 
tion of the Guatemalan Minister of Public Health 
and Welfare, Dr. Carlos Sosa Barillas, and Min- 
ister of Foreign Affairs, Lic. Jorge Skinner 
Klee, the International Society is organizing the 
broadest possible program over the four-day 
period. It is being designed to cover a range of 
basic rehabilitation topics of the most urgent 
interest to physicians, surgeons, nurses, physical 
and occupational therapists, educators, admin- 
istrators, social and community workers, voca- 
tional counselors, prosthetic personnel and 
public health officials. Invitations to participate 
in the Conference have been extended to dele- 
gates and experts in all the seventeen Caribbean 
and neighboring South American nations, as 
well as Canada and the United States. 

All presentations will be either in Spanish or 
English, with simultaneous translation into the 
language not being spoken. 

Opening at 9:00 a.m. on Monday, November 
1l, a general session of the Conference will be 
addressed by Sr. Lic. Luis Arturo Gonzalez 
Lopez, President of the Republic of Guatemala. 
Opening addresses will also be made by Dr. 
Carlos Sosa Barillas, Minister of Public Health 
and Welfare; a representative of the United Na- 
tions; Dr. Howard A. Rusk, Immediate Past 
President of the International Society for the 
Welfare of Cripples; and Donald V. Wilson, Sec- 
retary General of the International Society, who 
will introduce guests from abroad. 

General sessions to follow will be addressed 
by internationally known rehabilitation figures 
on such subjects as cleft palate rehabilitation, 
employment of the handicapped, and the devel- 
opment of rehabilitation programs by private 
and public groups. 

Clinical and technical sectional meetings will 
be held for physicians and surgeons, therapists, 
nurses, social workers, and other rehabilitation 
personnel, on such subjects as poliomyelitis, 
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paraplegia, neuromuscular disabilities, tubercu- 
losis, cardiovascular disease, as well as rehabili- 
tation of the blind, the deaf, and the speech 
handicapped. Opportunities to visit local reha- 
bilitation services will be available. 

The Conference social program will include 
an official reception by the Ministry of Pubic 
Health and Welfare and excursions to Lake 
Amatitlan, Lake Atitlan, Antigua and other 
points of scenic and historic interest. 

Mildred Elson, former Executive Director of 
the American Physical Therapy Association, and 
First Vice President, World Confederation for 
Physical Therapy, has accepted an assignment 
in Guatemala City for a month prior to the Con- 
ference, as ISWC representative and Program 
Coordinator. 

This Conference on Rehabilitation represents 
one phase of the work program of the Interna- 
tional Society for the Welfare of Cripples, which 
is a federation of voluntary organizations in 34 
countries, all sharing a common interest in im- 
proving services for disabled men, women, and 
children. The last such meeting, also embracing 
mutual rehabilitation plans and problems in the 
Caribbean area, was sponsored by the Interna- 
tional Society in Miami, Florida, in September, 
1956, in conjunction with the annual convention 
of the Florida Society for Crippled Children. 
Additional information about the forthcoming 
Guatemalan Conference can be obtained from 
the Secretary General, ISWC, 701 First Avenue, 


New York AG, New York. 


Changes in RA Structure 
for Medical Specialists and Nurses 


President Eisenhower's signature on amend- 
ments to the Army-Navy Nurses Act of 1947 will 
effect the greatest changes in grade structure, 
promotion, and retirement of Regular Army 
members of the Army Nurse Corps and the Army 
Medical Specialist Corps since the original law 
was passed a decade ago. 

Worldwide support of the proposed changes 
was given by both Regular and Reserve person- 
nel of the two Corps as well as by the civilian 
professional organizations in the fields repre- 
sented by this personnel. Agnes Ohlson, presi- 
dent of the American Nurses Association and 
now president of the International Council of 
Nurses, appeared in behalf of the legislation 
before the Congress. 

While this new law also applies to the Navy 
and Air Force nurses and medical specialists, the 
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Army was responsible for its presentation to 
Congress. 

For the first time in the 56 years of history 
for the nurses and the 10 years of history for the 
dietitians, physical therapists and occupational 
therapists, each of these groups will be on a 
basis for organizational and similar procedures 
parallel to that of all other Regular Army officers. 

The authorized strength of the Regular Army 
Nurse Corps will be 2,500; the Army Medical 
Specialist Corps, 350. Formerly this number was 
not fixed, but fluctuated in a percentage relation- 
ship to the entire Army strength. The advantage 
of the change lies in a firm figure for procure- 
ment purposes and a sound planning base for 
mobilization. 

For the average nurse and medical specialist, 
the new legislation will have far-reaching results 
in career improvements. Previously the limita- 
tion put upon the number of Regular Army cap- 
tains, who might be advanced to ithe rank of 
major, kept scores of these officers in the lower 
permanent grades until their retirement. Now 
all captains, with 14 years of service and fully 
qualified for promotion, can anticipate advance- 
ment to the grade of major, regardless of the 
number already in that rank. 

Col. Harriet S. Lees Chief of the Army Medical 
Specialist Corps, in her testimony before the 
Congressional hearings, said in part: 


“The law which established us in 1947 pro- 
vided for permanent grades only through that of 
major, with the number in that grade limited to 
5 per cent of the authorized strength of the 
Corps. Because of this limitation, many of our 
officers could never attain a grade higher than 
captain and had to retire at that grade. This is 
the only Corps in the Army for which there is 
no authorization at this time for the permanent 
rank of lieutenant colonel. 

“Tt is the general consensus that this is an 
inequity; that the grade structure should com- 
pare favorably with that of other Corps; and 
that it should provide promotion potentials com- 
mensurate with the educational background of its 
officers with the professional and administrative 
duties with which they are charged.” 

Additional expansion has been made, also in 
the highest grades. The nurses will have 5 
colonels and 107 lieutenant colonels. The medical 
specialists will have 1 colonel and 20 lieutenant 
colonels. 

The plan for the Army Medical Specialist 
Corps includes the promotion of 10 officers to 
lieutenant colonel and 26 to major. 

This promotion plan would not fill the pro- 
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posed grades of colonel and lieutenant colonel in 
either Corps in fiscal year 1958. Thus vacancies 
will be held for the future to prevent a stagnated 
situation. The Corps should be up to the pro- 
posed authorized grades in two or three years 
and then through attrition, vacancies would be 
available each year. 

Integration of the changes will be accom- 
plished as soon as possible. All members of the 
two Corps, stationed around the globe, will re- 
ceive an interpretative report of the new legal 
provisions. 

Lt. Col. Emilie K. Jenson, ANC, who has been 
on special detail to assist in the presentation of 
the amendments, is to remain in the Office of 
The Surgeon General of the Army for further 
wor’. on the implementation of this legislation. 


New APTA-AHA Manual 
Available Soon 


The new manual entitled Physical Therapy— 
Essentials of a Hospital Department is now avail- 
able. 

During the past year, the Joint Committee of 
the American Hospital Association and the 
American Physical Therapy Association accepted 
the responsibility of rewriting the 1949 manual, 
entitled Essentials of a Hospital Department 
Physical Therapy. The new manual has keen de- 
signed to be of value to those responsible for 
establishing and developing physical therapy de- 
partments in general hospitals primarily. There 
are guidelines for the arrangement of work units. 
selecting equipment and supplies, and providing 
for records and reports. The assurance of quality 
of the services through medical direction and 
selection of personnel is discussed. 

The manual has been approved for publication 
by the Board of Trustees of the American Hos- 
pital Association and the Board of Directors of 
the American Physical Therapy Association. As 
a publication of the American Hospital Associa- 
tion it will have wide distribution among member 
hospitals of the American Hospital Association. 

Copies of the new manual may be purchased 
for one dollar from the American Physical Ther- 
apy Association or the American Hospital As- 
sociation. 


Send Us Your Name... . 


If you plan to move, send us your name and 
your new address five weeks before you make 
the change. This insures delivery of your 
Review and correspondence from the National 


Office. e 





Student Column 


Connecticut Chapter Has Organized 
Student Branch 


The following item was reprinted from the Au- 
gust 1957 issue of Nutmeg News, the newsletter 
of the Connecticut Chapter of the APTA. It 
points up what one chapter is doing to include 
physical therapy students in the activities of the 
Association. Students in other schools might 
wish to contact Miss McMullen for further de- 
tails and then present this or similar ideas to 
their own local chapter. 

“The Student Branch last year (1956) and 
has this year sent a delegate to the annual APTA 
conference. As this year’s representative from 
the Branch, | would like to report to you, the 
members of the Connecticut Chapter, the im- 
portance and interest I place in tue Conference. 

“The first awakening the Conference afforded 
me was the realization of the necessity and im- 
portance of the Code of Ethics. I honestly feel 
that if more students had the opportunity I had 
to listen to the discussion on the amendments 
to this Code, that the bearing of the APTA on 
a qualified physical therapist would be readily 
enhanced and all ‘ethics’ classes might be taken 
with greater concern. I now know why I read 
and studied the Code of Ethics. I know also that 
this code will continue to protect qualified physi- 
cal therapists as long as the House of Delegates 
is composed of persons capable of using good 
judgment in placing their votes. 

“The second awakening I had was to the fact 
that the Connecticut Chapter is the only chapter 
with an official Student Branch and therefore 
that I was the only student representative to 
the Conference. I might add that every time | 
explained who I was representing and how I 
was able to attend, I received remarks such as: 
‘Well! Congratulations to Connecticut!’ It seems 
that gaining interest on a student level is con- 
sidered important by all, but that Connecticut 
is the only chapter which has taken great strides 
toward accomplishing this. The financial make- 
up the chapter has for aiding us with our projects 
is what amazed and interested many people with 
whom I spoke. 


“Another importance | personally attach to the 
Conference is that many of the names which al- 
ways appear in the Review suddenly became per- 
sonalities to me. I had an opportunity to listen 
to most and speak with several of the officers. 
Certainly my interest in reading the Review has 
greatly increased for many reasons. 

“Il have presented just a very few thoughts 
on what I gained from the Conference. Naturally 
I also obtained much from the many professional 
talks I attended and friends | mace. 

“I do feel most fortunate for having been 
elected to represent the Connecticut Student 
Branch at the Annual APTA Conference and 
hope that in the future other students through- 
out the country will also be granted this oppor- 
tunity.” 

Auprey McMuLten, President 
Student Branch 
Connectieut Chapter 


The Story of Little Red Brachialis 


One day little Red Brachialis was asked by 
her mother, Mrs. Anconeus, to go to her Grand- 
mother Biceps’ house to get some Origin and In- 
sertion cookies. “Yes,” she said, “but first I 
have to call my boyfriend, Brachio Radialis, to 
postpone our date to a later hour.” 

On the way to her Grandmother’s house in 
Glenoidfossa, she walked past Triceps Wolf. He 
thought he would be able to catch her if he took 
a shortcut through the Inter Tubercular Groove, 
and off he went. Meanwhile, Little Red Bra- 
chialis had picked some capillaries and lymph 
glands to put in a vessel for her Grandmother. 
As she knocked on the door of Mrs. Biceps’, she 
heard a gruff reply. Inside she said, “Grand- 
mother, what a deep voice you have.” Just then 
he reached out to grab her, but Brachio Radialis 
was there to save her. Years later, little Red 
Brachialis and Brachio Radialis settled down in 
Radio Ulnar Joint. 

DoroTHY ANDREWS 
Medical College of Virginia 


Reprinted by permission of the Baruch Scoop. 





Physical Therapy Programs 


Approvep spy THE Councit on Mepicat Epucation anp Hosptrats 
or THE AMERICAN MEDICAL AssociATION 


Schools offering the four year program leading to a baccalaureate degree accept high school gradu- 
ates and transfer students. Schools offering the 12 to 16 months’ program leading to a certificate accept 
students who have completed all or most of their undergraduate work providing they meet certain course 
requirements. Recipients of a degree and/or certificate have equal professional status. For specific infor- 
mation regarding each school’s entrance requirements, tuition, and other fees, write to the physical therapy 
director indicated below. All students should investigate course requirements early. 





Certifi- Certifi- 
Degree cate Degree cate 
CALIFORNIA IOWA 
Mary J. Dodge t t Olive C. Farr + 
School of Physical Therapy Physical Therapy 
Childrens Hospital Society State University of Iowa Hospitals 
4614 Sunset Boulevard lowa City 
Los Angeles 27 
KANSAS 
Ronald A. Hershey o tT Tt Ruth G. Monteith t t 
School of Physical Therapy Section of Physical Therapy 
College of Medical Evangelists University of Kansas Medical Center 
Loma Linda Kansas City 12 
Lucille Daniels tT + LOUISIANA 
Division of Physical Therapy lsadore Brown, Acting + 
Stanford University Sel f Pk 1 Thers 
Stanford (Palo Alto) a a ey yates 
— = te i Charity Hospital of Louisiana 
New Orleans 12 
Margery L. Wagner t tT ew Orleans | 
Curriculum in Physical Therapy MASSACHUSETTS 
University of California 
The Medical Center Adelaide L. McGarrett t Tt 
San Francisco 22 Physical Therapy Department 
Boston University Sargent College 
Charlotte W. Anderson T t 6 Everett Street 
Department of Physical Therapy Cambridge 38 
“rs oO So > o o 4 
os i uthern California [oo |. , 
on Kien & Department of Physical Therapy 
a : *Bouve-Boston School, Tufts University 
Medford 55 
RAD 
cous 2 Shirley M. Cogland t t 
Dorothy Hoag as t t *Program in Physical Therapy 
Curriculum in Physical Therapy Simmons College-Children’s Hospital 
University of Colorado Medical School 300 Longwood Avenue 
Denver 20 Boston 15 
MICHIGA 
CONNECTICUT mane 
ai Virg a Wilso 
Frances Tappan Tt rte .~ - = t t 
an - Curriculum in Physical Therapy 
School of Physical Therapy ' 7 . 
University of Michigan 
U 101 University of Connecticut [ aie: . 
e niversity Hospital 
SOETS Ann Arbor 
ILLINOIS MINNESOTA 
Elizabeth C. Wood + + Darrell D. Hunt s + 
Course in Physical Therapy School of Physical Therapy 
Northwestern University Medical School Mayo Clinic 
303 East Chicago Avenue Rochester 
Chicago 11 Wilbur L. Moen t 
Course in Physical Therapy 
* Accepts women students only. University of Minnesota 
t Baccalaureate degree available from an affiliating 860 Mayo Memorial Hospital 
college or university. Minneapolis 14 
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MISSOURI 


Sr. M. Imelda, S.S.M. t 
Department of Physical Therapy 

St. Louis University 

1325 South Grand Boulevard 

St. Louis 4 


Beatrice F. Schulz t 
Department of Physical Therapy 
Washington University School of Medicine 
660 So. Kingshighway 

St. Louis 10 


NEW YORK 
Dorothy L. McLaughlin 


*Division of Physical Therapy 
The Albany Medical College 
Albany 8 


+4 


Mary E. Callahan + 
Courses for Physical Therapists 
Columbia University 

College of Physicians & Surgeons 

630 West 168th Street 

New York 32 


Elizabeth C. Addoms + 
Physical Therapy Curriculum 

School of Education, New York University 
Washington Square East 

New York 3 


Mildred F. Heap + 
Program in Physical Therapy 
University of Buffalo 

2183 Main Street 

Buffalo 14 


NORTH CAROLINA 


Helen Kaiser 

Division of Physical Therapy 
Box 3403, Duke Hospital 
Durham 


OHIO 


Robert D. Kruse 

Course in Physical Therapy 

Frank E. Bunts Educational Institute 
2020 East 93rd Street 

Cleveland 6 


Gladys G. Woods T 
School of Physical Therapy 

Ohio State University 

University Hospital 

Columbus 


OKLAHOMA 
Thelma Pedersen t 
School of Physical Therapy 
University of Oklahoma, Medical Center 
Oklahoma City 4 


* Accepts women students only. 


t Baccalaureate degree available from an affiliating 


college or university. 


Certifi- 


cate 
PENNSYLVANIA 
Dorothy E. Baethke t 
Division of Physical Therapy 
University of Pennsylvania 
205 S. 34th Street 
Philadelphia 4 
Kathryn Kelley t 
Curriculum in Physical Therapy 
D. T. Watson School of Physiatrics 
Leetsdale 
PUERTO RICO 
+ (All classes given in Spanish) 
Lutgarda V. Pineiro r 
School of Physical & Occupational Therapy 
Professional Bldg., 8th Floor 
Stop 22, Santurce 
+ 
TEXAS 
Doris E. Porter t 
Grady Vaughn School of Physical Therapy 
Baylor University Hospital 
Dallas 1 
t Cecelia J. Lee t 
School of Physical Therapy 
Hermann Hospital 
Houston 25 
+ Ruby Decker + 
School of Physical Therapy 
The University of Texas Medical Branch 
Galveston 
VIRGINIA 
Susanne Hirt t 
t School o: Physical Therapy 
Medical College of Virginia 
Richmond 19 
WISCONSIN 
) Beth J. Phillips + 
Curriculum in Physical Therapy 
Marquette University School of Medicine 
561 North 15th Street 
Milwaukee 3 
+ Margaret Kohli tT 


Course in Physical Therapy 
University of Wisconsin 
Madison 6 


U. S. ARMY MEDICAL SERVICE 


*Physical Therapy Course 

tT Army Medical Service School 
Brooke Army Medical Center 
Fort Sam Houston, Texas 


Write to: The Surgeon General 
Department of the Army 
Washington 25, D.C. 

Att.: Personnel Division 


Please direct all inquiries regarding tuition, entrance requirements and other specific 
information to the school and not to the American Physical Therapy Association. 
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Abstracts 


Rehabilitation of Neuromuscular 
Disturbances 


Eric Denhoff and Margaret H. Jones 
(293 Governor Street, Providence 6, 
Rhode Island), Peptarrics, 20:165- 
169, July 1957 


This article is the summary of a 
round table discussion presented at 
the annual meeting of the American 
Academy for Cerebral Palsy, Oct. 
8, 1956. The summary was prepared 
by Dr. Raymond R. Rembolt. 

The manifestations of brain dam- 
age, “neurogenic disturbance,” are 
several. Evidence of this damage or 
dysfunction may be in the form of 
cerebral palsy, mental retardation, 
epilepsy, behavioral problems, or 
other abnormalities. Cerebral palsy 
typifies the child with neuromuscular 
disturbances and is therefore used 
as the basic pattern in this discus- 
sion. The concern of the physician 
in rehabilitation must be directed 
towards prevention of abnormalities, 
motor rehabilitation, correction of 
associated disabilities, education, 
personality adjustment of the child, 
and “treating the family.” Early 
complete diagnostic appraisal, sys- 
tematic management based upon the 
findings of the diagnostic evalua 
tion, and intelligent prognostication 
are the keys to successful rehabilita- 
tion. 

It is important to accomplish the 
diagnostic, and if possible, at least 
a tentative prognostic assessment 
early, between 4 months and 2 years 
of age. The behavioral stages are 
briefly outlined according to Denhoff 
and Holden. The corresponding 
therapeutic principles which are ap- 
plicable to the given stage are also 
listed briefly. A record of measure- 
ment of accomplishments is valuable 
in estimating future expectations 
and in appraising the adequacy of 
the currently prescribed therapeutic 
program. A chart has been devel- 
oped by Dr. Margaret H. Jones 
which records certain developmental 
items in a graphic manner, against 
chronological age and in relation- 
ship to accomplishments noted 
previously. 

Comprehensive rehabilitation 
should include numerous factors 
other than the strictly medical treat- 
ment phase. These are discussed 
briefly. One of the major aims is to 
prepare the patient for eventual 
vocational placement suited to his 
ability. Mention is made of a voca- 
tional service rating scale which was 
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published by S. H. Feingold in the 
May-June 1956 issue of Cerebral 
Palsy Review. It is strongly empha- 
sized that the early development of 
many of the traits contained in this 
scale is of great importance. This 
must be started early in life and 
must be a continuing process pro- 
moted simultaneously in the home, 
school, treatment center, and in 
other facilities, when occasion per- 
mits. 


Ultrasonic Research: Progress 


During the Past Three Years 


Albert W. Bauer (England), Barr. 
J. Puys. M., 20: 151-158, July 1957 


In Great Britian there has been 
little ultrasonic research in the past 
three years. However, in the world 
as a whole an enormous amount of 
work has been done and progress 
has been made. Ultrasound research 
workers have tried to gain insight 
into the mechanism of ultrasonics by 
experimental lesions with large doses 
on animals and on isolated living 


tissue. Thus incorrect impressions 
were created in the uninitiated 
medical readers, and _ ultrasonics 


were rejected as being dangerous. 
Numerous experiments using inten- 
tional overdosages have shown that 
ultrasound can produce burns as 
well as cavitation. Attention has 
also been distracted from the good 
results of ultrasonic treatment where 
much smaller intensities were used 
without results. 

A group of research workers found 
that the change of metabolism meas- 
ured after sonation is due to a rise 
of temperature in the tissue which is 
produced by the absorption of ultra- 
sonic energy. The difference be- 
tween a metabolism raised by ultra- 
sound and by overheating in a 
thermostatically controlled environ- 
ment is merely to be ascribed to a 
different distribution of heat: heat 
produced by ultrasonic energy dif- 
fers from any other form of heat by 
selective ultrasonic absorption in 
different parts of tissue and by 
reflection and additional absorption 
on the interfaces. 

Busnel, Chauchard, and Mazoué 
in 1956 believed that they had proved 
the great sensitivity of the neuro- 
muscular system to ultrasonic stimu- 
lation, and showed that the ultra- 
sonic effect leads back to a specific 
physical action which differs from 
the thermal effect. They showed that 
there are many significant differences 
between the biological reactions to 
hyperthermia and ultrasound. Koep- 
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pen (1956) defined the biological 
action of ultrasound as local inten- 
sification of metabolism evoked by 
hyperemia and increase of tempera- 
ture. 

Otto (1953) treated the dorsal 
segments of healthy individuals with 
infrared radiation, short-waves, and 
ultrasound, thus necessarily produc- 
ing changes in the area of the 
terminal blood stream of the seg- 
ments treated. The rise of tempera- 
ture in the extremities of the per- 
sons treated was especially obvious 
immediately after exposure of the 
respective dorsal segments to ultra- 
sonic energy, as compared with long- 
and short-wave applications. 

The author presents a review of 
current literature in the article and 
includes an extensive bibliography. 


Electromyographic Findings in 
Dermatomyositis 


Y. T. Oester, A. A. Rodriquez and 
J. J. Fudema (Stritch School of 
Medicine of Loyola University, 
Chicago, Illinois), A. M. A. Arcu. 
Dermart., 76: 91-95, July 1957 


Dermatomyositis is probably best 
described as an inflammatory reac- 
tion of skeletal muscles, accompa- 
nied by an acute or subacute de- 
generation. Changes in the skin 
may also be prominent, leading 
sometimes to a result which has 
been described as sclerodermatous. 
Reduced electrical excitability of 
the skeletal muscles is said to oc- 
cur, but faradic response continues. 
The usual course of the disease and 
histopathology are described briefly 
in this article. 

Only three references are found in 
literature which describe, in any 
detail, electromyographic findings 
associated with this disease. This 
study was planned to provide further 
definitive electromyographic data. In 
addition, it seemed that a study of 
dermatomyositis, if really limited to 
muscle inflammation, and not pri- 
marily involving neurological ele- 
ments, would offer an approach to a 
separation of the contributions of 
the muscular and the neurological 
components of the electromyographic 
picture. Electromyographic examina- 
tions were performed on four pa- 
tients. Unipolar needle insertions 
were used in all cases, and the 
electron oscilloscope was used for 
the recordings. 


The four cases present a wide 
variety of electromyographic finding 
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—from the simplest electromyo- 
graphic picture where only poly- 
phasic motor units were seen, to the 
most complex picture where almost 
all possible varieties of electromyo- 
graphic findings were seen. These 
consisted of fibrillation potentials, 
short-lasting motor-unit potentials of 
low voltage, complex polyphasic 
motor units and high-frequency dis- 
charges. These findings were similar 
to those found in studies by Guy 
and O'Leary. It is suggested then 
that these groups of findings may 
result in an entirely characteristic 
picture. Electromyography, there- 
fore, appears to be a most valuable 
tool in the diagnosis of myositis, 
especially dermatomyositis. 


The Etiology and Pathogenesis 
of Funnel Chest, Pigeon Breast, 
and Related Deformities of the 
Anterior Chest Wall 


Charles W. Lester (Bellevue Hospi- 
tal, New York, N. Y.) J. THorac. 
Surc., 34: 1-10, July 1957 


The basis of material reported in this 
article includes 162 operations in 150 
cases, a number of cases who did 
not come to operation, and 6 autop- 
sies seen at Bellevue Hospital. 

The author classifies anterior chest 
wall deformities in three groups: (1) 
the depression deformities or funnel 
chests (pectus excavatum), (2) the 
protrusion deformities or pigeon 
breasts (pectus carinatum) and var- 
ious other deiormities characterized 
by protrusion, and (3) those de- 
formities having physical charac- 
teristics of both. In the latter group 
the sternum may be retracted while 
the upper portion may protrude or 
there may be an asymmetrical fun- 
nel chest with the more prominent 
side protruding. Occasionally a 
protrusion in early childhood may 
end up as a funnel chest after 
puberty. Thus, this group is a heter- 
ogeneous mixture, but the dominant 
features of each case tend to place 
it in one of the first two groups. 

A study of anterior chest wall de- 
formities of congenital or develop 
mental origin indicates that, from 
the point of view of etiology and 
pathogenesis, the depression defor- 
mities and protrusion deformities 
have much in common. Heredity is 
considered to be a most important 
etiological factor and seems to apply 
to anterior chest wall deformities in 
general and not specifically to one 
type or other. For instance, one 
sibling may have a funnel chest and 
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another a pigeon breast. In one 
instance, a pair of dissimilar twins, 
one with pigeon breast and one with 
funnel chest, is cited. 

The principle factors in the path- 
ogenesis of these deformities is the 
size and shape of the diaphragm and 
the disproportionate growth of the 
ribs. If a short central tendon of 
the diaphragm is the dominant fac- 
tor, funnel chest develops. If dis- 
proportionate growth of the ribs is 
the dominant factor, a protrusion 
deformity will result. Results of 
surgical procedure and other per- 
tinent observations are cited in sup- 
port of these conclusions. Modifica- 
tion of the dominant deformity may 
be found in the presence of both a 
short central tendon and overgrowth 
of ribs in the same person. 

Pseudofunnel chest is an inspira- 
tory retraction of the anterior chest 
wall due to some pathological condi- 
tion in the cardiorespiratory system. 
The condition is noted at birth or 
shortly thereafter. Traction on the 
xyphoid to restrict or prevent the 
paradoxic motion may bring dra- 
matic relief. 


Hand Deformities in Rheumatoid 
Disease 


D. A. Brewerton (King’s College 
Hospital, London), Ann. RueuM., 
Dis., Lond., 16: 183-197, June 1957 


Three hundred patients with rheum- 
atoid disease were examined clin- 
ically to determine what deformities 
had developed in their hands, and 
what effect these had on function. 
The patients were a typical cross- 
section of those seen in hospitals. 
Most of them were outpatients, only 
15 having been seen in the wards. 
None was bedridden. Every structure 
of the hand was examined in detail, 
including each joint, tendon, and 
muscle. Furctional tests of the hand 
were based on the patient’s ability 
to perform four basic grips: (1) 
picking up and manipulating small 
objects, (2) gripping a door key, 
(3) gripping objects with a handle, 
such as a knife, and (4) gripping a 
handrail or a hammer. An analysis 
of these grips is presented. A few 
patients were observed at greater 
length while doing a representative 
series of everyday tasks. 

There are a number of varying 
deformities and deforming factors 
which may contribute to the appear- 
ance and function of the involved 
hand in rheumatoid disease. The 
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most important deformity in terms 
of its disabling effect is loss of flexion 
of the fingers, particularly the ring 
and little finger. The ring and little 
finger are often expected to exert 
a stabilizing influence by compres- 
sing a handle against the palm or 
thenar eminence. The functional 
capacity of the index and middle 
fingers is enhanced by working with 
the thumb. Loss of extension of the 
fingers is not as disabling as loss of 
flexion unless it is severe. 

Ulnar deviation, found in 82 pa- 
tients {27 per cent), was considered 
unlikely to be a serious disability 
unless there was associated loss of 
flexion in the metacarpophalangeal 
joints. Anterior subluxation was 
found combined with ulnar deviation 
in 44 of the 82 patients. The most 
important feature of unlar deviation 
is its appearance. Its cause is not 
fully understood. Rheumatoid proc- 
esses in and around the metacarpo- 
phalangeal joints undoubtedly con- 
tribute to both ulnar deviation and 
anterior subluxation of these joints. 
Intrinsic muscle contractures and 
lateral dislocation of tendons were 
seen to be the primary causes in a 
small number of patients. How much 
each of these factors contributes to 
the development of ulnar deviation 
is unknown. 

Sixty-eight per cent of the patients 
had one or more significant deform- 
ities in their thumbs. Loss of op- 
position was the most common. 

The authors state that weakness of 
the intrinsic muscles inevitably oc- 
curs, but evaluation of their strength 
is unreliable and, therefore, little can 
be said of its importance in develop- 
ment of deformities. 

Assessment of spasm and contrac- 
ture of the intrinsic muscle is dif- 
ficult and, although it is important, 
just how important it is as a deform- 
ing factor in the rheumatoid hand is 
impossible to say. 

Tendon lesions are common and 
include the “trigger” fingers which 
usually resolve. Spontaneous rupture 
of tendons is not uncommon. 

In using passive and active move- 
ment, the author suggests that all 
joints be exercised but that special 
attention be given to the movements 
whose loss most often results in dis- 
ability, viz., the metacarpophalangeal 
and proximal interphalangeal joints 
of the ring and little fingers and op- 
position, adduction and abduction of 
the thumb. Both spasm and con- 
tracture should be overcome by ac- 
tive or passive stretch. The best 


method is to extend the metacarpo- 
phalangeal joints while keeping the 
interphalangeal 


joints flexed. The 
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patient can be taught to do this as 
a regular exercise. 

Several problems which still re- 
main unanswered concern the natu- 
ral history and the prognosis of many 
individual deformities of the hand, 
the effect of drugs, physical measures, 
and surgery on individual lesions and 
on prevention of deformity. 


Hemiplegia—Its Incidence and 
Association with Aphasia and 
Fractures in a Chronic Disease 
Hospital 


Eugene J. Rogers (Cumberland 
Hospital, Brooklyn, New York) N. 
York State J. M., 57: 2220-2224, 
July 1, 1957 


A statistical analysis of the hemi- 
plegic syndrome based on a review 
of the charts of 1,317 patients is 
presented. The charts covered all 
discharges and deaths from the open- 
ing date of Bird S. Coler Hospital 
and Home (a chronic disease hospi- 
tal) in July, 1952, to January, 1955. 
The hemiplegic syndrome occurred 
in 199 cases. In other words the 
syndrome accounted for 15.1 per cent 
of the total hospital discharges. The 
highest incidence of hemiplegia oc- 
curred in the 60 to 64.9 age group. 
Men constituted 58.7 per cent and 
women 41.3 per cent of all the hemi- 
plegic patients. Right hemiplegia 
occurred in 55.7 per cent of all cases. 

Aphasia occurred in 45 per cent of 
all patients. It was associated with 
58.6 per cent of the right hemiplegias 
and 23.9 per cent ef the left hemi- 
plegias, thus confirming the classic 
association of aphasia with right 
hemiplegia. It was pointed out, how- 
ever, that language disturbance is 
determined not only by a disturbance 
in the dominant cerebral heraisphere 
but by a number of factors not well 
defined or determined. 

Fracture frequency for the 199 
hemiplegic patients was 16 per cent. 
Of those hemiplegic patients sustain- 
ing fractures, 18.2 per cent were 
women and 14.5 per cent were men. 
The hip area was the site of pre- 
dilection for this ievaliviahens with a 
43.7 per cent incidence in hemiplegia 
cases. The incidence of fracture is 
considered sufficiently high to war- 
rant a more frequent skeletal X-ray 
survey. The recognition of this dan- 
ger in older hemiplegic patients 
should stimulate the proper care and 
safeguards so that complications may 
be minimized. 

The data on the incidence of hemi- 
plegia in this study revealed no 
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significant statistical variation among 
the sexes. The author makes refer- 
ence to several other studies on 
hemiplegic patients and poses sev- 
eral pertinent questions related to 
etiology, incidence, age, and sex fac- 
tors. He emphasizes the need for and 
importance of additional investiga- 
tions into the etiologic, hereditary, 
geographic, socioeconomic, and psy- 
chologic influences on the incidence 
of hemiplegia and its attendant com- 
plications. 


Paralytic Valgus Deformity of 
the Ankle 


Amnon Fried and Carlos Hendel 
(Beilinson Hospital, Tel Aviv, 
Israel), J. Bone Surc., 39-A: 921- 
932, July 1957 


As a result of the 1950-1953 polio- 
myelitis epidemic in Israel, which 
primarily affected the children of 
ages 1 to 3, the authors came in 
contact with many paralytic valgus 
deformities of the ankle. Since 
stabilization was not considered ad- 
visable in small children, restoration 
of muscle balance seemed the most 
desirable method oi treatment. 
Twenty reconstruction operations 
were performed. Normal foot aline- 
ment was achieved in 15, moderate 
valgus deformity resulted in 3, 1 
case was overcorrected, and correc- 
tion of the deformity in another in- 
stance followed a second operation 
reanchoring a transferred tendon. 
Thereafter, 35 more operations were 
successfuily completed but are not 
included in this report because fol- 
low-up time is considered too short 
to be conclusive. 

Paralysis of the tibialis anterior 
or tibialis posterior or both may 
result in varying degrees of valgus 
deformity. If the antagonists remain 
functional, the dynamic pull results 
in a deformity that cannot be cor- 
rected by bracing and which may 
become fixed due to bone changes. 
Hence, residual muscle power is 
evaluatéd in weight-bearing and non- 
weight-bearing positions. On the 
basis of these evaluations the opera- 
tive procedures are outlined with 
the objective of balancing inversion 
and eversion. As a result of the mus- 
cle transplants, the authors discovered 
that paralysis of the posterior tibial 
produced the greatest deformity be- 
cause not only did severe valgo- 
planus develop, but also the princi- 
pal arch supporter was lost. Thus, 
surgical correction for a paralyzed 
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tibialis anterior with the peroneus 
or other secondary dorsiflexors at- 
tached to the first cuneiform proved 
inadequate unless there was an ac- 
tive tibialis posterior. Most of the 
surgical procedures involved substi- 
tuting the peroneus longus for the 
tibialis posterior. This was accom- 
plished by resecting the peroneal 
from its insertion and wending it 
through canals back of the fibula, 
above and behind the medial mal- 
leolus and into the sheath with the 
posterior tibial tendon. Less effec- 
tive, but still offering improved re- 
sults was the substitution of either 
the flexor digitorum longus or the 
extensor hallucis longus in a similar 
operative procedure. Because mus- 
cles are often difficult to grade before 
transplanting, the muscle bellies were 
inspected at the time of surgery. In 
many cases it was found that an 
equally strong peroneus longus and 
brevis increased their individual 
strength after separation. The au- 
thors did not find that transplanted 
muscles lost any of their originally 
graded strength. 

Pictures and comparative tables 
accompanied this article as did il- 
lustrations of operative procedures 
employed by the authors. 


The L. E. Phenomenon in Rheu- 
matoid Arthritis 


J. A. Friedman, J. F. Sickley, R. M. 
Poske, A. Black, D. Bronsky, W. H. 
Hartz, Jr. C. Feldhake, R. S. 
Reeder, and E. M. Katz (Cook 
County Hospital, Chicago, Illinois), 
Ann. Int. M., 46: 1113-1135, June 
1957 


Because the L. E. phenomenon was 
observed in diseases other than 
systemic lupus erythematosis, the 
authors investigated the relationship 
of this disease to rheumatoid arthri- 
tis. Other reports in this area in- 
dicate that articular manifestations 
of patients with lupus erythematosis 
are nearly indistinguishable from 
those with rheumatoid arthritis. 
Steroid therapy, nonspecific reaction 
in rheumatoid arthritis, and chronic 
lupus erythematosis are the varied 
explanations which everal __re- 
searchers offer for the occurrence of 
this phenomenon. 

In this study, 91 patients with 
advanced rheumatoid arthritis were 
tested by various methods and 25 
cases proved positive to the L. E. 
phenomenon. Rheumatoid nodules, 
Felty’s syndrome, and an elevated 
electrophoretic gamma globulin oc- 
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curred more frequently in the posi- 
tive group, but there were no pure 
rheumatoid spondylitis patients in 
this group. 

Comparison of the clinical and 
laboratory features found in the posi- 
tive and negative arthritic patients 
were similar to those of the L. E. 
phenomenon; however, the distinct 
pathologic lesions diagnostic of sys- 
temic lupus erythematosis were not 
present. In addition, the prognosis 
of untreated lupus erythematosis is 
very poor and although the arthritic 
patients had received no steroid 
therapy, their illness had been pre- 
sent for 19 years or longer. Thus, it 
was determined that the L. E 
phenomenon in rheumatoid arthri- 
tis is a nonspecific reaction. A posi- 
tive test should not mean a positive 
diagnosis of systemic lupus erythe- 
matosis until more specific test re- 
sults have been obtained. 


Experience in Reconstructive 
Surgery with Patients Having 
Respiratory Paralysis 


Vernon L. Nickel and Wiley L. Ren- 
shaw (Rancho Los Amigos Hospital, 
Hondo, California), J. Bone Surc., 
39-A: 737-740, July 1957 


At the Rancho Los Amigos Hospital, 
there has been an increase of 95 


orthopedic operations on severely in- 
volved respiratory patients in the 
second year between March 1954 and 
March 1956. This figure indicates 
the added number of patients con- 


sidered surgical risks—some with 
vital breathing capacities from 0 
to 30 per cent. Previously, only 
those with capacities of 30 per cent 
or better were operated upon. In- 
creased knowledge and improved ap- 
paratus plus actual experience have 
been responsible for the success with 
these patients in such procedures 
as tendon transfer, osteotomy, arth- 
rodesis, spine fusion, cervical-spine 
fusion and abdominal fascial trans- 
plant. During this two year period, 
there have been no deaths and com- 
plications have occurred in only 3 
cases of the total 233. 

Previous to surgery, careful evalu- 
ation of respiratory pattern and vital 
capacity is made, and equipment to 
be used during the operation is 
given trial use. Adequately trained 
personnel and proper mechanical 
equipment are essential, with careful 
premedication and postoperative ob- 
servation of the patient being of ut- 
most importance. Surprisingly 
enough, many of the patients with 
lowest vital capacities withstand the 
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operative procedures better than 
those for whom respiratory equip- 
ment was not felt to be necessary. 
The authors are convinced that 
reconstructive surgery on these se- 
verely involved respiratory patients 
actually contributes to a longer life. 
Spinal fusion reduces the progres- 
sive scoliosis and severely paralyzed 
collapsing torsos. Thus, the pro- 
gress realized in the approach to 
these severe respiratory cases would 
indicate that the advantages far out- 
weighed the risks involved. 


Neuropsychiatric Aspects of 
Acute Poliomyelitis 


Jimmie C. B. Holland and Martin 
R. Coles, (Massachusetts General 
Hospital, Boston, Massachusetts), 
Am. J. Psycntar., 114: 54-63, July 
1957 


During the 1955 poliomyelitis epi- 
demic in Massachusetts, the authors 
had the opportunity to study the 
neuropsychiatric aspects of 108 af- 
flicted patients. These included 46 
respirator cases, 48 patients with 
paralysis but without respiratory in- 
volvement, and 14 _ nonparalytic 
cases. The two oldest patients were 
50 years old and 78 per cent were 
between the ages of 20 and 30. Two 
psychiatrists using the same inter- 
viewing technics talked with each of 
the patients, modifying their ap- 
proach as the severity of illness 
necessitated. In a minority of cases, 
persons very close to the patient were 
also interviewed in addition to the 
patient contact. 

Observations were made of 17 pa- 
tients with varying degrees of delir- 
ium not unlike that of other neu- 
ropsychiatric conditions. Patients 
suffering with delirium all had bul- 
bar or bulbarspinal involvement. It 
appeared in the acute stage of the 
disease and usually disappeared as 
the patient became afebrile. Two of 
the patients had severe psychotic dif- 
ficulties before being stricken, but 
no difference was noted between 
their delirium state and that of the 
other patients. Delusions and _ hal- 
lucinations were usually enjoyable 
and nonfrightening, often involving 
taking a trip on a plane or in a boat 
or automobile. The authors suggest 
that perhaps the sound and enclosure 
of the respirators might have precip- 
itated these images. Some patients 
described their delusions as dreams 
and recognized them as such, yet at 
other times were convinced that they 
were real. When their normal mental 
status had returned, the patients 
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often recalled these dreams vividly 
and wondered about their “strange 
behavior.” 

Interesting to notice was the dif- 
ferences in psychological response 
of the three types of poliomyelitis 
patients. Those in the respirator 
showed extraordinary cheerfulness 
extremely out of proportion with 
their serious involvement. If their 
protective denial reaction was threat- 
ened with mention of the implica- 
toins of the illness, they became 
defiant and temperamental. Only the 
two oldest persons of 50 expressed 
doubts about recovery. Every other 
respiratory patient maintained that 
there would be a continued steady 
uphill course. Only when chronicity 
challenged their denial did they be- 
come discouraged and tearful. At 
the same time some patients went 
into stages of regression, making 
unremitting unreasonable demands 
and expressing gross rationalizations. 
Those requiring respiratory aid were 
at first reluctant and fearful, espe- 
cially if it was not an emergency 
measure. Once adjusted, however, a 
great dependency developed. Often 
there was irrational fear of mechani- 
cal failure and the process of wean- 
ing was necessarily careful and 
gradual. 

Respiratory patients were con- 
cerned entirely with immediate needs 
and desires: suctioning, breathing, 
tank pressures. Home and family 
were secondary in their thinking. 
The paralytic polio patients on the 
other hand, were most concerned 
about long-range planning. There 
was less denial of their disease than 
with the respiratory patients but 
depression was more profound and 
more prolonged. Physical therapy 
forced realization of the extent of 
their paralysis and some reacted 
»ith temper tantrums and insatiable 
demands. Doctors were accused of 
deceiving them and laments of “why 
did it happen to me?” were frequent 
and resentful. The more severe the 
paralysis, the greater the repression 
in some cases, while with others the 
disease was treated as a challenge 
which would be overcome through 
willpower along. 

Nonparalytics evidenced no delir- 
ium, denial, rationalization, or re- 
gression. Although their dread and 
fear of condition changes was inten- 
sified, they were no different than 
others who await an uncertain out- 
come. All considered themselves 
fortunate that they were spared the 
serious disabilities of the disease. 

This study revealed also the im- 
portance of the psychiatrist on the 
medicai team. Not only did the pa- 
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tients relieve themselves of pent-up 
emotions and thoughts but by doing 
so, enabled the psychiatrist to predict 
difficulties in treatment, manage- 
ment, and rehabilitation. Talks with 
families helped the families adjust 
more easily to the illness, and the 
morale of the patients themselves 
was improved by the carefully plan- 
ned arrangements of the respirators 
suggested by the psychiatrists. Thus, 
the authors have illustrated by their 
own experience the importance and 
value of psychiatric service on the 
wards with acute infectious polio- 
myelitis. 


Cineplasty. Results of Follow- 


Up Study 


T. J. Canty and E. E. Bleck (U.S. 
Naval Hospital, Oakland, Califor- 
nia), U. S. Armep Forces M. J., 8: 
972-978, July 1957 


Forty patients with known results 
from cineplasty comprise the basis 
of this report. Twenty-eight had 
biceps cineplasties and 12 had pec- 
toral cineplasties, the operations 
having been performed between 
1946 and 1952. All the patients were 
young adult males, selected on the 
basis of cooperation and sufficient 
intelligence to understand the opera- 
tive procedure and the advantages 
of cineplasty. 

The final phase of treatment was 
considered as the most important 
aspect in ensuring a good result. 
Postoperative exercises of the mus- 
cle motor, training in the use of the 
prosthesis, and functional skills were 
included in the program. Before 
discharge each patient had to pass 
an Achievement Test with each of 
the terminal devices—the Dorrance 
hook, Army Prosthetics Laboratory 
Research (APRL) hook, and APRL 
hand. 

All patients received a standard 
questionnaire, devised by the U. S. 
Army Prosthetics Laboratory, Wash- 
ington, D. C. This questionnaire 
survey, deemed valid in reaching 
conclusions, showed that 82.5 per 
cent of the patients who had cine- 
plasties were using their prostheses, 
a figure higher than the authors 
anticipated and better than those 
reported by others. 

Analysis of the results revealed 
that the following factors appear to 
be most important: (1) the selection 
of patients, (2) a modern and com- 
fortable prosthesis, and (3) training 
in the use of the prosthesis. 
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Paralytic Scoliosis 


Hunterian Lecture by J. I. P. James 
(Royal National Orthopedic Hospi- 
tal), Ann. R. Coir. Surceons, 21: 
21-42, July 1957 


Using records and personal evalua- 
tion of 235 patients the author com- 
pleted the third known large series 
studies of paralytic scoliosis. Pre- 
viously, Colonna and Vom Saal at- 
tempted to correlate muscle paralysis 
with scoliosis curvature. Their find- 
ings that thoracic curvatures resulted 
from strong arm muscles on the con- 
vexity with erector spinae weakness 
was unconfirmed by this study. How- 
ever, they also noted that curvatures 
in the lumbar area were due to asym- 
metry of the lateral abdominal flex- 
ors with pelvic obliquity and this 
observation was verified in the later 
series. 

The intention of this author was 
to establish first, the various types 
of paralytic scoliosis and later to 
correlate the muscle paralysis with 
the curvature. Although charting 
trunk muscles is difficult, the author 
himself did most of the testing to 
gain as much objectiveness in the 
study as possible. Also at his dis- 
posal was a detailed report of 280 
paralytics who had developed no 
scoliosis. Included in this report 
were numerous pictures and graphs 
recording various aspects of the 
study. 

High thoracic curvatures were 
those involving the first or second 
thoracic vertebra. With a high tra- 
pezius on the convexity and severe 
rotation of the first two ribs there 
is gross deformity with little chance 
of correction. Although most scoli- 
osis appears within a year or two 
after the paralysis, this specific cur- 
vature may occur many years later. 
This deformity is entirely due to 
paralysis because at least in the 
author’s experience, there has never 
been idiopathic involvement in this 
region. 

In thoracic 


scoliosis, 


paralytic 
there was a wide predominance of 


curvatures to the right. Rib rota- 
tion was more angular and compen- 
sation less complete than with idio- 
pathic thoracic scoliosis. The length 
of the curve was also longer, per- 
haps due to the ribs on the con- 
vexity being crowded and almost 
vertical. In both the high thoracic 
and middle thoracic scoliosis, the 
intercostal muscles are much in- 
volved. They act as lateral flexors 
or supporters of the thoracic verte- 
bral column through the ribs and 
when they are weakened, the ribs 
collapse. It was found that unilat- 
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eral arm paralysis, weakness in the 
anterior abdominals, or in the later- 
al flexors, played no prominent part 
in scoliosis involvement. Although 
the prognosis is better for the middle 
thoracic curvature, surgery is some- 
times indicated for aesthetic rea- 
sons. 


A thoracolumbar curve has its 
apex at the eleventh or twelfth 
thoracic vertebra. There still re- 
mains a slight predominance of a 
right curve but idiopathic cases are 
rare. Unfortunately, paralytic cases 
are not rare and have a poor prog- 
nosis. There are two main types: 
one with weak lower intercostals on 
the side of the convexity and weak 
lateral abdominal flexors on the 
same side. The second has severe 
but symmetrical paralysis of the 
erector spinae and is more often a 
postural scoliosis than structural. 

Gravity plays an especially im- 
portant part in the thoracolumbar 
and lumbar scoliosis. As time passes, 
postural curves may become struc- 
tural owing to vertebral collapse. 
To prove the influence of gravity, 
the author unilaterally denervated 
the intercostals on rabbits. No 
scoliosis resulted. 


The least ugly scoliotic deformity 
involves the lumbar area as there is 
little rib rotation; however, more 
pain and muscle strain is centered 
here because of the collapse of the 
vertebral column subsequent to se- 
vere symmetrical muscle paralysis. 
Shorter curves in this area are the 
result of imbalance of lateral ab- 
dominal musculature with pelvic 
obliquity. 

Double primary paralytic curves 
differ in idiopathic scoliosis and 
paralytic scoliosis. In the former, 
this type of curve is common and 
each is of the same degree with the 
double deformity well balanced. 
The asymmetry of the latter scoliosis 
is a result of asymmetrical paralysis. 

Muscle return of course, is the 
most positive means of counteracting 
scoliosis, but if this does not occur, 
assistive measures must be under- 
taken. It has been discovered that 
the orthodox jackets of plaster and 
similar materials are useless in pre- 
venting progressive scoliosis; how- 
ever, the Milwaukee brace, produc- 
ing antigravity action, has proved 
valuable. Abdominal corsets used 
for supporting flail spines may be 
helpful in ambulation but are not 
adequate to prevent scoliosis. Fascia 
lata transplants have proved ineffec- 
tive, but surgical correction and 
spine fusion have twofold indications. 
Not only does fusion help the de- 
formity aesthetically, but it also 
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eliminates much strain on the weak- 
ened musculature. Rotation is not 
correctable so in the immature 
curve, especially in the high thor- 
acic area, fusion must take place 
before rotation becomes gross. At 
age 10 or 11, very little rotation has 
taken place in the midthoracic 
scoliosis so this is an optimum age 
for operation. For the thoracolum- 
bar and lumbar areas, fusion for sta- 
bility of the spine is of utmost im- 
portance. In recent years, the 
Risser jacket and Stagnara jacket 
have allowed thoracic and lumbar 
correction before fusion. The Mil- 
waukee brace has provided a simi- 
lar correction attempt for the high 
thoracic scoliosis. The area of fu- 
sion is at the primary curve with 
one or two vertebrae above and be- 
low if so indicated. Results of fu- 
sion are varied because although 
correction is easy to attain, it is 
extremely difficult to maintain. The 
author feels that fusion for the most 
part prevents rather than corrects 
deformity and that there still re- 
mains much to be done with the 
problems of scoliosis. 


Swivel for Proximal Radio-Ulnar 
Synostosis 


H. Kelikian and Ara Doumanian 
(Northwestern University Medical 
School, Chicago, Illinois), J. Bone 
Surc., 39-A: 945-952, July 1957 


Only 4 cases of traumatic proximal 
radio-ulnar synostosis have under- 
gone the surgical procedure of hav- 
ing a stainless steel swivel inserted 
between fragments of the radius. 
Results of this procedure, however, 
merit enumeration of the principles 
of operation. 

With a proximal radio-unlar syn- 
ostosis, union of the proximal ends 
of these two bones occurs unless 
a large segment of the radius is 
resected. In itself, this creates fur- 
ther problems because supinator ac- 
tion is nullified and the remaining 
segment is likely to impinge on the 
ulna. Since the radius is no longer 
anchored, the wrist is considerably 
weakened and the lengthened ulna 
makes attempts at supination and 
pronation very painful. 

The surgical procedure followed 
removes the supinator from its in- 
sertion and about an inch of the 
radius is resected distally. The 
swivel is then inserted between the 
proximal radial fragment which is 
fixed by synostosis and the distal 
radial fragment. The swivel is a 
cylinder shaped body with a central 
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rod three times the length of the 
cylinder. This rod is placed within 
the medullary canal for a distance 
of about 1 inch in each radial 
fragment. 

For restoration of the supinator 
function either the flexor carpi ra- 
dialis or the flexor carpi ulnaris is 
reinserted into the bulbous end of 
the radius approximately 144 inches 
above the styloid process. The flexor 
ulnaris is less aesthetic due to a 
bulky prominence over the distal 
dorsum of the forearm, but it is 
much more functional than the flexor 
radialis. To permit painless supina- 
tion and pronation, the distal inch 
of the ulna is resected and the fore- 
arm including elbow and wrist is 
immobilized in a cast. Six weeks 
later, the cast is removed and func- 
tional exercises are begun. 

This report included two case 
histories of traumatic injury but as 
yet this procedure is not used with 
congenital synostosis of the proximal 
radius and ulna. When contemplat- 
ing its use in younger patients, the 
possibility of more bone callus may 
necessitate the use of a longer 
cylinder, with the girth of the cylin- 
der approximated to that of the 
bone. 


Current Status of the Treatment 
of Rheumatoid Arthritis 


W. Paul Holbrook, Donald F. Hill, 
and Charles Stephens, Jr. (South- 
western Clinic and Research Insti- 
tute, Tucson, Arizona), J. Am. M. 
Ass. 164: 1469-1472 July 27, 1957 


Rheumatoid arthritis is a disease in- 
volving the connective tissues of the 
body and showing up primarily as 
inflamed joints with progressively 
crippling polyarthritis. As yet the 
etiology remains unknown and there 
is no specific cure for the disease 
process. There are many agents 
which produce some improvement 
either rapidly or slowly, and remis- 
sions occur without the use of any 
therapy. Periods of remission vary, 
but the disease usually recurs. 
Because rheumatoid arthritis is a 
long-term problem, the physician 
needs to have a long-range basic 
program for his patient. Deformities 
can be prevented and most of these 
patients can be restored to lives of 
useful activity. The program needs 
to be directed to the patient as a 
whole and should include the follow- 
ing: 
Psychological adjustment. 
patient needs to be 
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well ac- 
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quainted with his disease in 
order to make adjustments to 
family, business, economic and 
other factors. It is essential that 
the patient learn to think in 
terms of months and years 
rather than of weeks. 

Rest and activity should be 
carefully balanced according to 
pain and the degree of activity 
of the disease. 

Diet and bowel management 
need to be accurately regulated. 
Correction of anemia is im- 
portant. 

Removal of foci of infection is 
important in line with improve- 
ment of general health. 

Relie{ of pain can generally be 
accomplished by gentle warmth 
and use of salicylates. 

Exercise for postural alinement, 
to maintain motion and improve 
muscle tone should be done 
regularly. 

Prevention and correction of 
deformities are essential. 


Having established the patient on 
a good basic program including the 
elements outlined above, the phys- 
ician can then select an elective 
measure for treatment of the disease 
directly. Some of these are: 


Transfusions: Patients in the 
early stages frequently respond 
well to repeated transfusions. 
Gold therapy: The use of Gold 
salts is most effective in early 
active peripheral arthritis with 
minimal joint destruction. The 
authors feel it offers the best 
chance for a long and satis- 
factory remission. 

Climate: Some patients improve 
if they move to a warm dry 
climate, but this factor should 
not cause economic disruption 
for the family. 

X-ray therapy: This is helpful 
in rheumatoid spondylitis. 
Pregnancy: Most patients ex- 
perience a remission; however, 
it lasts only for the term of the 
pregnancy. 

Gluco-corticoids: These have a 
suppressive effect and do not 
alter the disease process. There 
are many undesirable side-ef- 
fects and, in general, long term 
therapy has had a high failure 
rate. Children seem to be able 
to tolerate the long term use 
of gluco-corticoids more readily 
than do adults. 

Corticotropin: Same results as 
for gluco-corticoids. 
Phenylbutazone: Most 
and effective with 
spondylitis. 


useful 
rheumatoid 
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Traumatic Maternal Birth Palsy 


J. Tweedie Brown, and A. McDou- 
gall (Royal Infirmary, Glasgow), J. 
Osst. Gyn. Brit. Empire, 64:431- 
435, June 1957 


Although birth palsy in newborn in- 
fants is well recognized, it is not 
generally known that nerve trunks 
in the pelvis of the mother may 
suffer damage during parturition. 
Because many recover spontaneous- 
ly or consider the phenomenon as 
“part of giving birth,” there are no 
definite figures for traumatic ma- 
ternal birth palsy. It is estimated, 
however, that one in every 2,000 de- 
liveries has some lumbosacral 
nerve involvement ranging from 
transient paresis to complete paraly- 
sis. 
Several theories concerning this 
maternal birth palsy include one 
which bases it on sacral rotation. 
Others, however, claim that bilateral 
paralysis would result if this were 
so, and involvement of both lower 
extremities is very rare. Prolapse 
of intervertebral disks was expound- 
ed by some and use of instruments 
was considered the cause by still 
others. However, the authors agreed 
with those who claimed that dur- 
ing birth, compression of the sacral 
nerves in the pelvis gave rise to the 
paralysis and varying sensory losses. 
To strengthen this theory, the au- 
thors made thorough investigation 
at autopsy and discovered that the 
sacrum: does not protect the lumbo- 
sacral nerve cord from compression 
by the foetal head as some theorists 
believed. By first inserting a mer- 
cury filled tube into the groove of 
the sacral cord and thereafter ma- 
nipulating a foetal skull through the 
birth canal, the compression point 
was recorded by radiographs which 
definitely showed separation of the 
mercury within the tube at one phase 
of the mock delivery. 

Premonitary symptoms of numb- 
ness and weakness are common in a 
primigravid patient during the last 
four weeks of pregnancy due to the 
foetal head attempting to engage in 
the pelvic brim; however, it is only 
in the small mother with a large 
foetus that there is much danger of 
extensive nerve involvement. All of 
the cases recorded in this study were 
of patients 5 feet in height or under, 
carrying a foetus weighing 8 pounds 
or more. Those with resulting pa- 
ralysis had either spontaneous re- 
coverey or received physical therapy 
in the form of massage, exercise, 
electrotherapy and temporary brac- 
ing until function was completely 
or partially regained. In general, 
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the prognosis of maternal birth palsy 
is good. 

The authors concluded from this 
study that there is no positive pre- 
vention of this palsy if there is 
cephalopelvic disproportion great 
enough to compress the lumbo- 
sacral cord but not disproportionate 
enough to obstruct normal delivery. 
Because they know now that small 
women carrying a large foetus have 
tendencies toward possible paraly- 
sis, caeserean sections can be done 
to prevent trauma to the nerve cord. 


Bone Changes in Chronic 
Circulatory Insufficiency 


Mary S. Sherman and Walter G. 
Selakovich (Ochsner Foundation 
Hospital, New Orleans, Louisiana), 
J. Bone Surc. 39-A:892-901, July 
1957 


The authors set out to prove that in 
normal adult bone, there is a vari- 
able amount of necrosis which takes 
place as part of the normal aging 
process. With numerous high-power 
photomicrographs of normal and 
pathoiogical bone sections, they 
have reached several conclusions. 

As bone physiologically matures, 
there is slow replacement by Haver- 
sian systems of the circumferential] 
lamellae in concentric pattern by 
appositional bone formation. At ma- 
turity, however, the continuous ac- 
tivity of reconstruction and _ re- 
modeling is just sufficient to meet 
functional requirements of adult 
bone. In variable numbers of areas, 
no osteocytes are present and in 
these areas of bone necrosis, there is 
no activity until vascular connective 
tissue invades and substitution be- 
gins. 

Chronological age and the func- 
tional efficiency of the vascular sys- 
tem determines the magnitude of 
change but it usually is not promi 
nent until the third decade. Al- 
though clearly defined in thick com 
pact cortical bone, necrosis is al- 
most always found in subchondral 
bone. 

Interruption in the vascular sup- 
ply of soft tissue usually results in 
gangrene. However, amputation as 
a result of arteriosclerosis obliterans, 
Buerger’s disease, or traumatic lac- 
eration of the femoral blood supply 
are secondary manifestations of long 
bone blood insufficiency for which 


neither symptoms nor roentgeno- 
graph changes are apparent. Extra 
osseous vascular systems are evi- 


dently adequate to preserve the peri- 
osteum, and although the Haversian 
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canals are enlarged and the cortical 
bone is spongy, the slow process of 
revascularization and replacement 
is sufficient for functional strength. 
In one patient, the tibia was com- 
pletely necrosed but the only symp- 
tom was vascular disease, with 
weight-bearing in no way impaired. 

In conclusion, the authors stress 
the fact that although peripheral 
vascular disease greatly increases 
the amount of bone necrosis, there 
is a normal amount of focal necrosis 
which occurs as part of the natu- 
ral aging process of the skeleton. 
Changes in the amount of necrosis 
is due not to osseous abnormality, 
but rather to increased years and 
physiological aging of the vascular 
system. 


Simple Method of Elevation of 
the Arm and Hand in Children 


Thomas G. Glass (San Antonio, 
Texas), Texas J. M., 53: 530-532, 
July 1957 

A method for successfully maintain- 
ing elevation of the upper ex- 
tremities of children, as used in 100 
cases of upper extremity infection 
and injuries, is described. It con- 


sists of encasing the affected arm in 
a piece of 3 inch stockinette, the 
upper end of which is taped to the 
thorax in such a manner as to avoid 
circumferential constriction. The 
lower end of the stockinette is tied 
to a piece of gauze which in turn 
is attached to an intravenous stand 
with a piece of rubber band. The 
length of gauze is adjusted to elevate 
the arm properly. 

Some advantages of this method 
are: (1) the arm is maintained in 
an elevated position regardless of 
the activity of the child; (2) ambu- 
lation is possible if the intravenous 
stand has wheels; (3) the upper 
extremity is not completely im- 
mobilized, allowing an opportunity 
for exercise; (4) packs can be put 
in plastic bags and stay in position 
satisfactorily; and (5) very little 
maintenance and observation by the 
nursing staff is needed to maintain 
elevation of the arm. 

The author states this method has 
been found convenient, safe, and 
very satisfactory. 





Our Abstractors for November 


We are indebted to the 
Association members for 
sistance in preparing the 
in this issue: 

Joan Bissonette Jean Cuthbertson 
Margot Trimble 


following 
their as- 
abstracts 
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Book Reviews..... 


Current Therapy 1957. By How- 
ard F. Conn, Editor, and George E. 
Burch, M. Edward Davis, Vincent J. 
Derbes, Garfield G. Duncan, Hugh J. 
Jewett, Perrin H. Long, Clarence S. 
Livingood, . Houston Merritt, 
Walter L. Palmer, Hobart A. Rei- 
mann, Cyrus C. Sturgis, Robert H. 
Williams, Consulting Editors. Ed. 
9. Cloth; price $11.00. Pp. 731, 
W. B. Saunders Co., Philadelphia, 
1957. 


Current Therapy 1957 is the ninth in 
a series of annual editions. It con- 
tains the current methods of treat- 
ment of the many different diseases 
which comprise the field of internal 
medicine. Dr. Conn, the editor, is 
assisted by a group of 12 consulting 
editors who choose and review the 
articles to be included in each edi- 
tion. Each article is signed by the 
contributing author. With each edi- 
tion the book presents “the current 
thinking of a leading authority or 
authorities on the therapeutic prob- 
lem . . .”; hence, Current Therapy 
is a compilation of the best methods 
of medical management of the prob- 
lems of internal medicine. 

Preceding editions have contained 
suggestions for using physical ther- 
apy in appropriate conditi.ns. The 
1957 edition devotes more space to 
the degenerative diseases and their 
effective management and, [ believe, 
reflects the preoccupation of medi- 
cine with the best management of 
these incapacitation diseases. There 
are suggestions for the timely use 
of physical therapy in a number of 
different conditions and it empha- 
sizes the contribution which ade- 
quate physical therapy can make in 
preventing avoidable deformity and 
promoting optimal rehabilitation of 
the patient. 

One of the more detailed articles 
deals with the rehabilitation of the 
patient with hemiplegia. The authors 
begin passive motion of all four ex- 
tremities at about the second day in 
thrombosis and up to the seventh 
day in cerebral hemorrhage. The ex- 
ercises are designed to preserve the 
range of motion which was present 
prior to dhe onset of hemiplegia. 
There is progression of activities as 
rapidly as the condition of the pa- 
tient permits. The authors caution 
against prolonging the sitting-up 
period beyond the point of comfort 
for the patient since pain from 
ischemic skin may occur. Radiant 
heat and massage are used for pain- 
ful joints but not for nonpainful 


joints. Edema is combated by ele- 
vation and kneading massage. Early 
management consists of the preven- 
tion of contractures by supervision 
of posture and passive motion. A 
firm bed is advocated. The “posi- 
tion of function” of the affected 
joints is achieved by planned posi- 
tioning and motion. Detailed in- 
structions for each joint are given 
for positioning, normal range of mo- 
tion exercises and active exercises. 
The management of the later stages 
carries the patient through bed ac- 
tivities, ambulation, self-care activi- 
ties, and speech therapy. It is sug- 
gested that an old Oxford shoe with 
the toecap cut off and nailed to the 
proximal long edge of a 6 by 12 
inch board may be the best way to 
control the position of the foot. 
(Other authors writing of cerebral 
vascular accident, thrombosis, and 
hemorrhage agree in essence with 
the above plan.) One author cau- 
tions against overexercising and 
suggests limiting exercises to 10 or 
15 minutes, twice a day. 

Treatment for the diiterent types 
of cerebral palsy is outlined. In 
spasticity the aims are: positioning 
for normalizing of muscle tone and 
individualized muscle training to de- 
velop reciprocal motion, stretching 
the tight muscles, and strengthening 
the weak muscles. The training be- 
gins with passive motion and pro- 
gresses to active motion with range 
of motion restricted to prevent 
“strength reflex.” The exercises are 
given for one half to one hour or 
twice a day by the therapist or par- 
ent. Braces are used as an adjunct 
to physical therapy. In dyskinesia, 
positioning is aided by head sup- 
ports and braces. Repetitive exer- 
cises here are designed to achieve re- 
laxation. For rigidity the author 
recommends daily passive stretching 
and/or braces to hold the affected 
joints in neutral position during 
growth. Early correction of strabis- 
mus in the ataxic child contributes 
to the learning of balance. 

A program of physical therapy is 
outlined for rheumatoid arthritis 
which includes balanced rest with 
good posture and positioning of 
limbs, application of heat, moist or 
dry for 20 to 30 minutes followed by 
exercises to maintain joint motion in 
damaged joints, and to overcome 
tendencies to contracture or deform- 
ity. Every joint should be put 
through its maximum range of mo- 
tion several times a day. The authors 
give to each patient a copy of the 
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booklet on home care prepared by 
the scientific committee of the Ar- 
thritis and Rheumatism Foundation. 
Erect posture, firm bed with bed 
board, and deep breathing exercises 
are most helpful in spondylitis. 

The treatment of subdeltoid bur- 
sitis is considered in its several 
stages. For the hyperacute process, 
complete rest of the shoulder and 
application of cold rather than heat 
is used. For the acute or subacute 
stage, heat in the form of an electric 
pad (1 hour), or infrared heat (%4 
hour), or hot compresses (20 to 30 
minutes) to the shoulder once or 
twice a day are comforting. Exer- 
cises are begun as soon as tolerated 
after the use of heat and are in- 
creased from once to several times 
a day. In subacute and chronic 
cases there is more active physical 
therapy with more strenuous devices 
and more prolonged exercises. 

In degenerative joint disease osteo- 
arthritis, active exercises are carried 
out gently and slowly once or twice 
a day after the application of heat. 
Muscle-setting exercises (with little 
or ne joint motion) are useful when 
existing abnormalities can be cor- 
rected or when improvement in mus- 
cle tone might help to stabilize a 
joint or improve its use with de- 
creased strain and trauma. 

The only physical therapy used in 
manic depressive disease is the con- 
tinuous warm tub with restraining 
sheet which is helpful in quieting 
the overactive patient. No heat is 
used in beri beri, and passive and 
active motion must avoid injury when 
sensation is blunted. As soon as the 
active symptoms of rheumatic fever 
have subsided passive and active bed 
exercises are begun. In scleroderma 
physical therapy is as helpful as 
drugs. A 30 minute warm bath daily, 
moderate heat, and daily massage for 
30 minutes with a bland oil are sug- 
gested. 

For the acute stage of polyneuritis 
dry heat and passive movement of 
the diseased limbs are used. In the 
subacute and chronic stages whirl 
pool baths, passive and active exer- 
cise, gait training, and muscle re- 
education are continued as long as is 
necessary. 

Physical therapy is mentioned in 
20 articles, aggregating a total space 
of about 7 pages. 

Each article is clearly and effec- 
tively presented, and there are tables 
of Metric and Apothocaries Systems 
of Weights and Measures, and a 
listing of Normal Laboratory Values 
of Clinical Importance. The volume 
is well indexed by author and subject 
matter. 
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Psychology of Human Behavior 
for Nurses. By Lorraine Bradt 
Dennis, R.N.. M.S. Instructor oj 
Psychology for Nurses, Pennsylvania 
State University. Formerly, Instruc- 
tor of Nursing Arts, Plattsburg State 
Teachers’ College, New York; Lec- 
turer in Psychology, Drake Univer- 
sity, Des Moines, lowa. Cloth; price 
$3.50. Pp. 250; illus. W. B. Saunders 
Company, Philadelphia, 1957. 


The author is especially well quali- 
fied to prepare a textbook on psychol- 
ogy applied to nursing. Her book 
represents a synthesis of the infor- 
mation and understanding about 
nursing and human behavior which 
she has acquired from years of ex 
perience in nursing and teaching. 
Psychology of Human Behavior for 
Nurses presents 14 chapters of well 
written material that deals with the 
following aspects of the subject: 
Psychology—Science of Human Be- 
havior, Personality, Theory of Per- 
sonality Structure—Sigmund Freud, 
The Theory of Needs, Sex, Secondary 
Needs, Man and His Emotions, Frus- 
tration and Conflict, Defense Mech- 
anism, Defenses that Went Wrong, 
Psychotherapy—Regaining Menta] 
Health, Psychosomatic Medicine, The 
Psychological Stages of Man, and 
What Can Be Done About Ourselves. 
Mrs. Dennis has oriented her dis- 
cussions to the mental hygiene point 
of view and directs the impact of the 
entire volume toward definite goals 
that she has set for students to ac- 
complish. An instructor who hopes 
to help student nurses make desira- 
ble responses in the many difficult 
adjustments required of them will 
find this book indeed helpful. A 
course for young nurses based upon 
the material in this text and con 
ducted under the supervision of an 
instructor who has ingenuity could 
very well achieve the author's goals. 
The individual instructor, however, 
will find it necessary to supply his 
own study questions, suggested read- 
ings, and study activities for each 
unit of content matter. The text is 
readable and compiled in a clear 
manner, but does lack the aids for 
the instructor commonly found in 
textbooks. The objectives which the 
author would hope to reach with her 
students through the guidance offered 
in the book are attainable and would 
be gained if each student is required 
to supplement study of the text itself 
with other kinds of class activities. 
As outlined in the preface of the 
book, the goals of the course are: 
1) to help students accomplish ex- 
pected adjustments, 2} to assist 
students to understand themselves, 
their associates, their patients better, 
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3) to emphasize the nurse’s role in 


the emotional well-being of her pa- 


tients, 4) to provide students with 
basic concepts regarding human be- 
havior, 5) to guide students in their 
search for answers to the question of 
“why people behave as they do.” 

The textbook is well printed and 
the divisions are well organized and 
in logical sequence. The illustra- 
tions are numerous and imaginative, 
adding an appreciable value to the 
text. 


Medical Progress, 1957. A Re- 
view of Medical Advances During 
1956. Edited by Morris Fishbein, 
M.D., Professor of Medicine, Uni- 
versity of Illinois College of Medi- 
cine, Chicago. Consulting Editor, 
Postgraduate Medicine. Medical 
Editor, Britannica Book of the Year. 
Cloth; price $6.00. Pp. 367. Me- 
Graw-Hill Book Company, New York, 
1957. 


The increasing mass of medical lit- 
erature during the past decade has 
made it almost impossible for a per- 
son to keep abreast of the advances 
being made outside of his own spe- 
cial field of interest. This has re- 
sulted in the publication of volumes 
that abstract and/or review signifi- 
cant contributions. The present vol- 
ume is the sixth of one such series 
edited by Dr. Morris Fishbein. 

The volume consists of a series of 
sections each of which is devoted to 
a particular medical specialty, such 
as, medicine, neurology, physical 
medicine and rehabilitation. Each 
of these sections is written by a rec- 
ognized authority in his field. These 
sections are further suidivided into 
various areas; e.g., the physical med- 
icine section is subdivided into medi- 
cal diathermy, other methods of 
thermotherapy, therapeutic exercise 
and kinesiology, physical medicine 
and rehabilitation in neurolgic con- 
ditions, rehabilitation programs, etc. 
For each of these areas, the author 
reviews what he considers to be the 
important publications during 1956. 

As is true in most volumes of this 
kind, each author deals with his 
subject matter in a different way. 
Some authors actually review and 
discuss the significant contributions, 
while others put together summaries 
of various papers without making too 
great an effort at integration. Both 
forms of presentation have their ad- 
vantages and disadvantages. 

One difficulty with the presenta- 
tion of various specialized interests 
is that there is a certain amount of 
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overlap in the discussions; for ex- 
ample, even though there is an en- 
tire section devoted to diabetes, the 
section on endocrinology has a sub- 
section also devoted to diabetes. In 
the section on medicine, there is a 
discussion of tranquilizers, which are 
also reviewed in the section on psy- 
chiatry. This has an advantage in 
that it may result in the reader ob- 
taining differing points of view. 
This volume is of value to those 
interested in obtaining an over-all 
view of medical research during 1956. 
Needless to say, the reader will have 
to go to the original publications for 
the details. But this type of review 
is necessary for those specialists 
who would like to keep up with prog- 
ress made in other fields of medicine. 


Concise Anatomy. By Linden F. 
Edwards, PhD. Professor of 
Anatomy, Ohio State University, 
Columbus, Ohio. Ed. 2. Cloth; price 
$7.50. Pp. 502; illus. McGraw-Hill 
Book Company, New York, 1956. 


This text deals with descriptive and 
applied anatomy of the human body 
and included embryological and 
histological aspects. The human 
body is described by regions rather 
than by systems and in this manner 
parallels the methodology of labora- 
tory dissection. The embryology and 
histology are presented under spe- 
cific regions when feasible. This is 
in accordance with the recent trend 
to correlate gross anatomy, embry- 
ology, and histology. At the end of 
each chapter a section on applied 
anatomy has been added to this 
edition. The text is profusely il- 
lustrated with many of the classical 
illustrations found in the larger 
standard texts of anatomy, embry- 
ology, and histology. 

The cover jacket states that this 
text is designed for students in the 
allied health fields which includes 
physical educators and physical 
therapists. The author has under- 
taken the monumental task of col- 
lecting within 500 pages in an eco- 
nomical fashion all the pertinent data 
related to the basic principles of 
human anatomy and the over-all 
structure of the human body. This 
has been admirably accomplished in 
many respects as a wealth of ma- 
terial is contained in a book of 
moderate price range. 

Although there are numerous il- 
lustrations which are well chosen, 
the reproductions in many cases are 
poorly done. This detracts from the 
usefulness and interest value of the 
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book. Also, muscle actions are oc- 
casionaly stated that are not in con- 
formity with electromyographic find- 
ings. The reviewer also has the im- 
pression that students in the allied 
health fields would be overwhelmed 
by definitions without adequate ex- 
planation. However, the well in- 
formed and skillful teacher teach- 
ing a correlated anatomy course of 
sufficient length, particularly witb 
laboratory dissection, may perhaps 
find this book useful as a text for 
students in the allied health fields. 


Biblio-Therapy Reference Guide. 

Edited by Harry E. Smithson, of We, 

The Handicapped, Inc. Paper; 

price $3.50. Pp. 75. We, The Handi- 

coed, Inc., Detroit, Michigan, 
156. 


Biblio-Therapy Reference Guide was 
developed as a result of the many 
inquiries received by We, The 
Handicapped, Incorporated, from 
patients, parents, students, profes- 
sional and lay personnel for as- 
sistance on diversified problems en- 
countered by the handicapped. 
Prior to this Guide no authoritative 
reference covering physical disability 
in all its phases was available. 

Its contents are made more com- 
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plete with inclusion of a short pre- 
sentation about vocational rehabili- 
tation—what it is, how it affects the 
patient and his family, and how to 
apply for rehabilitation. An alpha- 
betical listing of the addresses of 
state-federal rehabilitation agencies 
follows to complement the first chap- 
ter. Because some of the entries 
are out of print and because it is 
unlikely-that any .ibrary will have a 
complete listing of the specialized 
books mentioned in the Guide, a 
section giving detailed information 
on how to use the public library and 
its special services is thoughtfully 
presented. For those whose physical 
disabilities make normal reading 
difficult or impossible, the “Reading 
Aids” chapter should be helpful. 
The “heart” of the Guide naturally 
is a listing of books, both factual 
and fictional with synopses, classified 
in alphabetical order according to 
disability. The price of each book, 
date of publication, and publisher 
is also given. The inclusion, in a 
separate section following the bibli- 
ographies, of a directory of both 
United States and foreign publishers 
and organizations reviewed in the 
bibliographies seems superfluous. In 
the opinion of this reviewer the 
alphabetical listing of handicapped 
persons in such a guide is interest- 
ing but redundant unless direct 


Vol. 37, No. 11 


reference to specific bibliographies 
reviewed in the Guide concerning 
these personalities is given. It is 
further felt that greater assistance 
would have been given the reader 
if the disabilities had been included 
in the contents with page numbers 
giving their location in the Guide. 
The chapter dealing with selected 
pamphlets and periodicals, which 
are classified also according to dis- 
ability, might have been more ad- 


vantageously presented had they 
been included with the bibli- 
ographies. 


Use of the Biblio-Therapy Refer- 
ence Guide by the student, the 
handicapped, the parent, physician 
and other professional and lay per- 
sonnel in the field of rehabilitation 
would be facilitated if all literature 
reviewed in the Guide were more 
compactly presented and more easily 
located, however, for all interested 
in the many problems of the handi- 
capped, as well as for the librarian, 
the Guide should be an indispensable 
reference aid. For every organiza- 
tion associated with the handi- 
capped, the Guide should prove in- 
valuable to those they serve. 


The reviews here published have 





opinions of the American Physical 
Therapy Association. 





Our Book Reviewers for November 


Dorothy C. Billenstien, Ph.D., Instructor in An 
atomy, Albert Einstein College of Medicine, New York, 


New York. 


Mary H. Green, M.D., Instructor, Physiology and 
Medicine, D. T. Watson School of Physiatrics, Leetsdale, 


Pennsylvania. 


A. Lilienfeld, M.D., Chief, Department of Statis- 


~~ 


November 4 - 
tion — 


American Hospital Associa- 
American Physical 


ties and Epidemiology, Roswell Park Memorial Insti- 
tute, Buffalo, New York. 


Catherine McClure, Ph.D., Associate Professor and 


Chairman of Department of Nursing, University of Pitts- 
burgh, Pittsburgh, Pennsylvania. 


Ray H. Trlica. Supervisor, Physical Therapy Depart- 





Coming Meetings 


Therapy Association Institute 
for Physical Therapists, Som- 


erset Hotel, Boston 


November 6 - 8 


Boston 
November 11-15 


Cleveland 


Conference on Electrical Tech- 
niques in Medic*ne and Bi- 
ology, Sheraton Plaza Hotel, 


American Public Health As- 


sociation, Public Auditorium, 


November 13-16 


ment, St. John’s Hospital, Springfield, Missouri. 


International Council for Ex- 
ceptional Children, McAllister 
Hotel, Miami 


(continued from page 739) 


step along the way toward answering these 
troubled questions.” 


Dr. Baumgartner observed that out of a 


wider concept of neurological disability as a 
national problem comes hope for solvtion of 


individual problems. 

















What's New...... 


110. Automatic Door Opener 








Invisible Dor-Man is the ideal automatic op- 
erator for all swing-type doors in commercial 
buildings, hospitals, schools, restaurants, stores 
or wherever there is high-frequency door use. 
according to the manufacturer. Recent improve- 
ments and refinements of design have been in- 
corporated in eight models of automatic door 
openers. 

Available in single units or pairs, the Invisible 
Dor-Man’s design changes center around three 
areas—a larger and sturdier hinge, a new type 
molded mat and a simplified heavy-duty power 
unit. 

The molded carpet is 42-inch thick with alumi- 
num molding for all four sides. It is impervious 
to penetration of water. The power unit for both 
single and dual units is a low voltage, electrically 
hydraulic pump requiring only one 110-volt cir- 
cuit plug-in receptacle. 

Safety features now incorporated in the In- 
visible Dor-Man include: doors always open 
away from persons entering; doors will not open 
if a person is standing in way of door’s swing; 


For more information on items write to 
The Physical Therapy Review, 1790 Broad- 
way, New York 19, N. Y. 


New items which may be of interest to physical 
therapists will be mentioned in these pages each 
month. The accompanying explanations are made 
by the manufacturers and have not been investi- 
gated by the Physical Therapy Review. 


if power fails, doors will operate manually; there 
is a panic breakaway to convert “in” doors to 
“exits” in emergencies. Dor-O-Matic Division, 
Republic Industries, Inc. 


111. 


Tub-Model Whirlpool Bath 





Dakon model ETE-B whirlpool bath, the manu- 
facturer states, can be quickly and easily in- 
stalled in any bathtub for convenient, on the 
spot hydro-massage. Ideal for doctors’ offices, 
clinics, convalescent or patients’ homes, this 
economy whirlpool bath assures equal pressure 
distribution. 

The chromium electric turbine ejector delivers 
55 gallons of water per minute at a constant 
velocity of 3,000 linear feet per minute. The 
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built in aerator mixes and delivers about 20,000 
cubic inches of forced air, preheated to a con- 
stant 144°F., into the ejected stream. The tur- 
bine is powered by a 4-hp, 3,500-rpm_per- 
manently lubricated motor with special bearings 
that preclude damage, even if operated out of 
water. Motor noise is reduced to a nominal hum. 


Dakon Tool & Machine Co., Inc. 
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Classified WANT-ADS 


NEEDED IMMEDIATELY: CHIEF physical therapist 
and 1 STAFF therapist for well equipped and established 
department. Interesting and challenging positions. Ex- 
cellent medical supervision. Both inpatient and out- 
patient treatment. Salary commensurate with experience. 
Liberal personnel policies. Write or phone Personnel 
Director, Butterworth Hospital, Grand Rapids 3, Michi- 
gan. 


WANTED: ASSISTANT THERAPIST. Good oppor- 
tunity for recent graduate, either male or female. Fully 
equipped department. Two weeks’ vacation, holidays, 
sick leave. Good starting salary with regular increments. 
Write Raymond T. McHugh, Administrator, Memorial 
Hospital at Exeter, Exeter, California. 


OPENING for a qualified physical therapist in a large 
physical therapy department. Excellent living condi- 
tions on the grounds; many fringe benefits; salary ex- 


cellent. Contact Highland View Hospital, Department 
of Personnel Relations, Harvard Road, Cleveland 22, 
Ohio. 


PHYSICAL THERAPIST: Wanted for staff position in 
new well equipped department in 250-bed hospital. 
Forty-hr week, paid vacation, sick leave; $3,800 per year 
to start. For further information write: Mrs. Helen 
Ransky, Roosevelt Hospital for Diseases of the Chest, 
Metuchen, N. J. 


MEN AND WOMEN 
San Diego has a permanent opening for a 
physical therapist experienced in working 
with handicapped children. Salary $397- 
For details write County Civil Ser- 
vice, Room 403 Civic Center, San Diego 
1, California. 


QUALIFIED PHYSICAL THERAPIST. Immediate 
placement in an outpatient cerebral palsy training cen- 
ter. Personnel policies excellent. Liberal salary. Five- 
day week, 9 a.m. to 3:45 p.m. Contact Robert Schlitt, 
Director, Peninsula Cerebral Palsy Training Center, 
Walter Reed School, 901 Twenty-fourth Street, New- 
port News, Virginia. 


IMMEDIATE OPENING for physical therapist with ex- 
perience to work with both adults and children, in- 
cluding orthopedic school pupils, in expanding treat- 
ment center. Social Security, paid vacation and sick 
leave. Five-day, forty-hour week. Contact: Christine 
Haukland, R.P.T., Junior Service League Orthopedic 
Center, 1219 Dunn Avenue, Daytona Beach, Florida. 


IMMEDIATE PLACEMENT for physical therapist: 128- 
bed, fully accredited generai hospital; 40-hour week, paid 
vacation and sick leave, laundry of uniforms, 7 paid 
holidays. Salary open. Apply: Director, Charlotte Hun- 
gerford Hospital, Torrington, Conn. 


CALIFORNIA offers attractive opportunities to GRAD- 
UATES OF APPROVED PHYSICAL THERAPY 
SCHOOLS. Positions open in State Hospitals, Veterans 
Home, and special schools for cerebral palsied children. 
Require U. S. citizenship and registration with California 
Medical Board. Excellent employee benefits and retire- 
ment annuities. No experience required to start at $395 
a month, raise to $415 after 6 months; annual merit 
increases and promotional opportunities to $530. Write 
State Personnel Board, Box 71, 801 Capitol Avenue, 
Sacramento, California. 


PHYSICAL THERAPIST (male or female) wanted for 
72-bed rehais:\itation center. Must have New York State 
license or eligible to receive one. Salary open. Write 
Superintendent, Reconstruction Home, Inc., 318 So. 
Albany St., Ithaca, New York. 


LAS VEGAS, NEVADA: Needs experienced P.T. to be 
in charge of new Easter Seal Treatment Center. Salary 
about $5,000. Liberal employment benefits offered. Apply 
Nevada Society for Crippled Children, 232 West Ist 
Street, Reno, Nevada. 


‘continued on next page) 





Classified WANT-ADS 


RATES 


The rate per insertion is $1.00 per line. Typewrite 
your advertisement carefully and count 50 charac- 
ters and spaces per line 


ALL WANT-ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association 

Closing date for copy and cancellations is two 
months preceding publication date. 


Institutions or physical therapists who do not 
wish their identity known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines 


Address replies to care of 
The Physical Therapy Review, 1790 Broad- 
way, New York 19, N. Y. 


IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
che Editorial Board shall not be in agreement with 
the ethical standing of this publication 
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Classified WANT-ADS 


PHYSICAL THERAPIST: Wanted for active, well 
equipped department in 118-bed hospital with expansion 
program underway. Pleasant surroundings in north 
suburb of Chicago; modern housing. Recreational facili- 
ties and cultural activities available. Good salary, 40- 
hour week, varied cases treated. Apply to Personnel 
Director, Highland Park Hospital, 718 Glenview Avenue, 
Highland Park, Illinois. 


QUALIFIED PHYSICAL THERAPIST (full or part 
time). Air-conditioned therapy department of 500-bed 
general hospital includes four therapists and an occupa- 
tional therapist directed by a physiatrist. Attractive 
starting salary, working conditions, and fringe benefits. 
Apply: Director of Personnel, Touro Infirmary, 3516 
Prytania St., New Orleans, La. 


QUALIFIED PHYSICAL THERAPIST wanted by No- 
vember 15 for new 87-bed modern general hospital in 
town of 35,000 in sunny eastern New Mexico. Com- 
pletely modern department with all new equipment. 
Starting salary $350, two weeks vacation, liberal per- 
sonnel policies. Graduation from accredited school re- 
quired. Apply Eastern New Mexico Medical Center 
Roswell, New Mexico. 


Physical therapist for REHABILITATION CENTER in 
industrial area. Good starting salary, regular increments, 
40-hr. wk., 5 wk.-vac., S. S., paid hospitalization. Apply 
Christine K. Kline, P.T., Executive Director, 209 W 
Woodland, Youngstown, Ohio. 


PHYSICAL THERAPIST: Staff position. Opportunity 
for varied experience; 650-bed general hospital, near 
center of cultural and educational activities. Vacation, 
sick leave and social security benefits. Apply Personnel 
Director, Harper Hospital, Detroit 1, Michigan. 


VISITING NURSE ASSOCIATION has openings for fe- 
male physical therapists in newly developing program. 
Salaries $4,836-$5,712. Starting salary depends on 
qualifications and experience; 40-hr. week, three-wk. 
paid vacation. Liberal sick leave and holidays. Posi- 
tions available in city or surburban areas. Eligibility 
for Calif. registration required. Apply Exec. Director, 
Visiting Nurse Association of Los Angeles, 2530 W. 
Eighth St., Los Angeles 57, Calif. 


QUALIFIED STAFF physical therapist. Female pre- 
ferred; 450-bed general hospital, 40-hr. week. Social 
Security, sick leave and holiday benefits. Three weeks’ 
vacation. Salary open. Apply: Personnel Office, Lan- 
caster General Hospital, 525 North Duke Street, Lan- 
caster, Pennsylvania. 


WANTED IMMEDIATE: Opening in Physical Therapy 
Department with the Northeast Colorado Health Depart- 
ment. Opportunity for advancement, very modern de- 
partment, has outpatient clinic, good salary, liberal 
vacation, five-day week, 11 legal and state holidays off. 
Will have supervision. Prefer male therapist. Apply to 
R. Neil Hunter, Chief Physical Therapist, Northeast 
Colorado Health Department, 700 Columbine, Sterling, 
Colorado. 


IMMEDIATE OPENING for experienced physical ther- 
apist in Private Day School for Crippled Children in 
Boston, Mass. Small case load, excellent working condi- 
tions. September to June. Starting salary $3,500. Write: 
Superint: ndent, Industrial School for Crippled Children, 
241 St. Botolph St., Boston 15, Mass. 


Immediate opening for STAFF PHYSICAL THERAPIST 
in new children’s 30-bed mu!ti-disability facility. Unit 
of a medical center which includes 500-bed hospital, 
medical and nursing schools and progressive research 
program. Increasing emphasis rehabilitation training. 
Unit is completely equipped and air conditioned, in at- 
tractive setting near University. Salary $3,456-$4,320. 
Apply Martha Norris, Coordinator, University of Virginia, 
Children’s Rehabilitation Center, Charlottesville, Va. 


WANTED: Physical therapist for staff of Department 
of Rehabilitation of Physical Medicine Department. 
Completely new facilities. Good salary; 40-hour week. 
Apply to Administrative Assistant, the Reading Hospital, 
Reading, Pennsylvania. 


WANTED: QUALIFIED physical therapist to serve as 
Consultant on a Visiting Nurse Association Staff and to 
carry a small caseload. Prefer person with experience. 
Forty-hour week, 30-day vacation, Retirement Plan. Sal- 
ary commensurate with experience and qualifications. 
Write Marie Winkler, Director, Visiting Nurse Associa- 
tion, 615 North Alabama Street, Indianapolis, Indiana. 





NOW AVAILABLE 
PHYSICAL THERAPY REVIEW 
INDEX 


VOLUMES 20-34 COVERING THE YEARS 1940-1954 
One dollar 
WRITE FOR YOUR COPY ENCLOSING CHECK OR MONEY ORDER TO THE 


AMERICAN PHYSICAL THERAPY ASSOCIATION 
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PHYSICIANS ASKED 


FOR ULTRASOUND 





as: HREE TO ONE 


BURDICK UT-4 
portable 
ULTRASONIC UNIT 


“Two years ago, the ratio of orders 
coming into our department from 
physicians specifying ultrasound 
compared to other conventional mo- 
dalities was 1:15. In December, 1956 
that ratio reversed itself to 3:1 in 
favor of ultrasound.’’* 

These figures are impressive because 
they represent referred cases, not in- 
discriminate use by one person. Ul- 
trasound’s superior localization of 
heat, its micro-massage benefits, 
have been proven in use. 

Burdick offers you an even greater proof 
of its effectiveness: a free trial demonstra- 
tion of our UT-4 portable or UT-1 office 


model. You'll find dependable performance F reures token trom orticle hy Kenneth Phillips 
M.D. F.ACP., in GENERAL PRACTICE, The 


and ease of operation. Medical Journal of the West, March, 1957 








THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: NEW YORK + CHICAGO + ATLANTA 
* LOS ANGELES 


Dealers in all principal cities 
































Full console 
cabinet 
Attractive, sturdy, 
mobile 


Stain-resistant 
surface 





Large storage 
space — 


om 
Ready For Demonstration at Your Dealer 


THE NEW RAYTHEON ULTRASONIC THERAPY UNIT 


Here is a completely new Ultrasonic, designed 
with the features of convenience, reliability and 
performance you expect in your office or hospital 
equipment. It’s at your dealer now. Ask for a 
demonstration. There’s no obligation. 








Excellence /n Electronics 


RAYTHEON MANUFACTURING COMPANY 





Commercial Equipment Division — Medical Sales 
Waltham 54, Massachusetts 








